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SURGICAL     TREATMENT     OF    TUMORS     OF     THE 

BLADDER.' 

By  PHINEAS  S.  CONNER,  M.D., 

O.F    CINCINNATI, 

PROFESSOR   OF  SURGERY   IN    THE   MEDICAL   COLLEGE   OF   OHIO;     SURGEON   TO    THE 
CINCINNATI,  AND   TO   THE   GOOD   SAMARITAN   HOSPITALS. 

THAT  the  bladder  may  be  the  seat  of  a  morbid  growth, 
has  been  knov/n  from  the  earliest  times,  but  only  re- 
cently has  the  treatment  of  vesical  neoplasm  been  other  than 
medical  and  symptomatic,  general  or  local,  intended  to  re- 
lieve pain,  arrest  haemorrhage  and  remove  existing  irritation 
or  inflammation. 

Though  occasionally  in  catheterization  an  outgrowth  had 
been  caught  and  brought  away,  or  in  the  course  of  a  lithotomy 
a  discovered  tumor  had  been  removed,  though,  even  as  far 
back  as  1639,  Covillard  had  done  a  lateral  operation  on  ac- 
count of  a  previously  recognized  growth,  and  two  centuries 
later  Civiale  had  with  his  trilabe  seized  and  detached  polypoid 
tumors,  yet,  surgical  interference  as  a  regular  formularized 
method  of  treatment,  at  least  in  the  case  of  a  male  patient,  is 
of  recent  adoption  and  may  be  regarded  as  dating  from  1874, 
the  year  in  which  were  done  the  well  known  operations  of 
Billroth  and  Volkmann ;  attracting  the  attention  of  surgeons 
generally  only  after  the  appe?  ranee  of  Sir  Henry  Thompson's 
papers  in  1882  and  1883, 

A  sufficient  number  of  cases  have  now  been  operated  upon 
to  enable  us  to  at  least  fairly  well  determine  whether  or  not 
surgical  interference  is  proper,  what  it  can  accomplish  and  how 
best  it  is  to  be  made. 

Malignant  neoplasms,  left  to  themselves,  must  of  necessity 

'Read  before  the  American  Surgical  Association,  May  13,  1890. 
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produce  a  fatal  result.  Non-malignant  growths,  though 
slower  in  action,  causing,  it  may  be,  little  or  no  disturbance 
for  many  years,  are  yet,  as  a  rule,  almost  as  certain  in  ultimate 
effect;  though  in  a  few  fortunate  cases  they  may  be  spontane- 
ously cast  off,  or  from  some  undetermined  cause  disappear. 

Surgical  treatment,  therefore,  is  fully  warranted  if  it  relieves 
symptoms  and  promotes  comfort;  still  more  so  if  in  any  con- 
siderable proportion  of  cases  complete  cure  follows  the  re- 
moval of  a  growth. 

'In  the  years  1874  to  1888,  inclusive,  not  including  15  cases 
operated  upon  by  Sir  Henry  Thompson  but  not  reported  in 
detail,  176  patients  were  operated  upon,  124  males  and  52  fe- 
males, with  an  apparent  resulting  mortality  of  22.7  %,  26.6 
among  males  (124.33),  ^"^d  13.46  %  among  females,  (52.7);  but 
of  these  forty  deaths,  thirteen  occurred  after  the  lapse  of  thirty 
or  more  days  and  are  not  to  be  attributed  to  the  operation  it- 
self, nor  are  those  from  duodenal  hsemorrhage  and  from  per- 
forating ulcer  of  the  stomach,  nor  from  suppurative  kidney  on 
the  eight  and  nineteenth  days  respectively,  so  that  not  more 
than  23  deaths  (13%),  including  all  those  from  exhaustion  in 
the  first  four  weeks,  can  be  credited  to  surgical  interference, 
and  in  a  large  proportion  of  these  cases  the  fatal  result  must 
have  been  due  to  conditions  existing  prior  to  and  at  the  time 
of  the  operation.  The  death  rate,  therefore,  of  the  operation 
itself  can  justly  be  placed  at  so  low  a  figure  that  it  may  be 
disregarded  in  determining  the  propriety  in  any  given  case  of 
attempting  the  removal  of  a  vesical  new  growth.  In  more 
than  three-quarters  of  the  cases  operated  upon,  relief  has  been 
afforded,  either  permanent  or  for  many  months  or  years.  More 
than  once  when  recurrence  has  taken  place,  it  has  been  in  a 
region  of  the  bladder  remote  from  that  originally  affected. 
In  almost  every  one  of  the  forty  cases  that  died,  for  a  time, 
and  in  a  considerable  proportion  of  them  for  quite  a  while, 
complete  freedom  from  pain  and  bleeding  followed  the  re- 
removal  of  the  tumor.  It  may  then  be  safely  declared  that 
surgical  treatment  is  not  only  justifiable,  but  is  demanded  in 
every  case    in  which  there  is  not  either  on  the  one  hand  great 

'For  the  collection  and  tabulation  of  these  cases  I  am  indebted  to  Dr.C.S.  Evans, 
of  Cincinnati. 
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mildness  of  symptoms  that  have  manifested  themselves  only 
occasionally  and  at  long  intervals,  or,  on  the  other,  such  ex- 
treme weakness  as  that  any  interference  would  only  hasten  the 
rapidly  approaching  end,  or  such  extensive  malignant  disease 
of  the  bladder  or  of  the  bladder  and  parts  adjacent  as  to  ren- 
der it  impossible  to  effect  removal. 

How  best  can  the  growth  be  reached  and  taken  away?  In 
women  the  shortness  and  dilatability  of  the  urethra  indicate 
that  through  this  canal  is  the  readiest  way  of  getting  at  the 
tumor.  Though  incontinence  of  urine  may  follow  rapid  dila- 
tation, it  is  not  likely  to  do  so;  and  even  if  it  occurs,  it  is  ordi- 
narily but  temporary.  Should  it  last  for  months,  it  may  yet 
spontaneously  cease  as  it  did  in  the  case  treated  by  Jackson. 

Of  the  52  cases  operated  upon  in  the  fifteen  years  prior  to 
1889,  in  43  the  growths  were  reached  through  the  dilated 
urethra,  or  at  the  meatus  after  spontaneous  extrusion  from  the 
bladder.  In  the  remaining  nine,  colpocystotomy  or  supra- 
pubic section  was  done,  the  former  in  four,  the  latter  in  five. 

In  males,  though,  as  in  Maas'  cases,  the  growths  have  occa- 
sionally been  removed  by  the  catheter  through  the  urethra, 
almost  always  the  bladder  has  been  opened,  either  by  a  perin- 
eal or  supra-pubic  incision  (60  times  from  below,  51  times 
from  above, in  8  cases  a  combined  operation  having  been  done). 
The  mortality  rate  of  the  two  operations  being,  probably,  not 
very  different  (28.3  perineal,  29.4  supra-pubic)  though  there 
must  always  be  some  risk  of  peritoneal  injury  and  resulting 
danger  in  the  high  section,  the  selection  of  the  one  or  other 
operation  should  depend  upon  the  determination  of  the  ease 
with  which  the  growth  can  be  reached  and  the  thoroughness 
wit})  which  it  can  be  extirpated.  As  a  diagnostitial  procedure 
the  perineal  operation  is  certainly  the  preferable  one,  except 
when  the  perineum  is  very  deep  or  the  prostate  markedly  en- 
larged; being  simpler,  quicker  and  safer.  But  a  diagnosis  can 
almost  always  be  established  by  careful  consideration  of  the 
symptoms  present.  In  the  majority  of  individuals  the  bladder 
can  readily  be  brought  within  reach  of  the  finger  passed 
through  a  perineal  incision,  but  in  quite  a  percentage  of  cases 
it  is  impossible  to  carry  the  tip  of  the  finger  much  beyond  the 
urethral  opening,   and  at  times  it  can  not  be   passed  into   the 
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bladder  at  all.  In  these  cases  there  must  be  some,  perhaps 
much,  uncertainty  in  locating  the  growth,  and  difficulty  in  ef- 
fecting anything  like  a  thorough  removal.  A  sessile  tumor 
must  ordinarily  be  operated  upon  by  the  forceps  and  the 
curette,  and  it  may  be  so  located  as  that  it  shall  be  trouble- 
some or  impossible  to  satisfactorily  reach  it  and  get  it  away, 
or  if  situated  in  the  upper  part  of  the  bladder  and  brought 
within  reach  by  pressure  above  the  pubes,  too  extensive  re- 
moval, both  in  width  and  depth,  may  easily  be  made.  To 
cleanly  exsect  the  growth  and  suture  the  edges  of  the  wound 
produced  is  not  practicable,  or  only  so  under  rare  circum- 
stances. 

By  the  high  section,  on  the  other  hand;  thorough  digital 
exploration  is  rendered  possible,  and,  if  desirable,  the  cavity 
can  be  illuminated  and  the  exact  location  and  size  of  the 
tumor  visually  determined.  The  operative  procedure,  whether 
it  be  crushing,  or  scraping,  or  ligating,  or  burning,  or  cutting, 
can  be  done  with  more  exactness,  and  portions  of  the  bladder 
wall  can  be  removed  even  up  to  one-half  or  two-thirds  of  the 
upper  and  anterior  surfaces,  followed  by  careful  suturing  of 
the  accurately  apposed  edges.  An  existing  prostatic  over- 
growth is  no  contra  indication,  but  the  opposite,  nor  is  it  an 
obstacle  in  the  performance  of  the  operation;  and  the  removal 
of  such  hypertrophied  mass  may  be  at  the  same  time  effected, 
and  that  easier  than  through  a  perineal  opening.  Haemorrhage 
can  be  controlled  by  application  of  a  ligature  to  the  bleeding 
vessel  or  by  the  use  of  the  galvano  or  thermo-cautery. 

Aside  from  the  securing  of  thorough  drainage  which,  as 
Harrison  has  said,  is  so  necessary  to  prevent  extension  of  a 
suppurative  process,  every  advantage  seems  to  lie  with  the 
supra-pubic  operation  if  it  can  be  shown  that  there  is  not  con- 
nected with  it  a  decidedly  greater  amount  of  danger  to  life. 
Though  in  the  cases  collected,  the  death  rate  has  been  slightly 
higher  [(29.4  %  to  28.3  %),  yet  it  must  be  remembered  that, 
as  a  rule,  the  cases  were  more  unfavorable,  and  the  operations 
more  extensive.  In  but  few  does  it  appear  that  the  fatal  re- 
sult was  due  to  traumatic  peritonitis,  the  special  danger  of  the 
high  operation,  or  to  urinary  infiltration.  To  operate  asepti- 
cally,  and  to  treat  aseptically  is  certainly  easier  with  the  supra- 
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public  than  the  perineal  method.  A  case  of  Anderson's  and 
one  of  Guyon's  indicate  that  when  the  growth  is  malignant 
there  is  a  possibility  that  extension  of  the  disease  may  be 
along  the  track  of  the  operation-wound,  with  later  affection  of 
the  external  tissues. 

As  surgeons  have  become  more  familiar  with  the  supra-pubic 
section  and  its  technique  has  been  improved,  it  has  (and  there 
is  every  reason  for  believing  that  it  will  yet  more)  become  the 
favored  operation,  permitting,  as  it  unquestionably  does,  a 
more  complete  removal  of  the  growth,  and  in  cases  of  cancer, 
of  the  diseased  parts. 

Unfortunately,  only  in  a  small  minority  of  patients  is  the 
growth  situated  in  the  upper  segment  of  the  bladder,  the  por- 
tion most  easily  reached  and  cut  away.  Will  it  ever  be  found 
practicable  to  dissect  out  the  whole  lower  segment,  taking 
away  at  the  same  time,  of  course,  the  upper,  which  can  no 
longer  be  of  any  service?  If  it  is,  it  will  be  of  great  benefit  to 
the  subjects  of  malignant  infiltration,  since  it  has  been  clearly 
shown  that  the  disease  is,  as  a  rule,  having  few  exceptions, 
long  confined  to  the  viscus  itself. 

What  can  be  done  with  the  ureters.  Experiments  upon 
animals  have  shown  that  they  may  be  turned  into  the  rectum 
or  urethra,  or  brought  out  through  the  skin,  the  latter  having 
proved  to  be  the  safest  and  most  satisfactory  disposition  of 
them.  Upon  the  cadaver  Gluck  and  Zellner  were  able  to 
fasten  them  into  the  urethra,  and  Sonnenburg,  after  removal 
of  the  exstrophied  bladder,  successfully  fixed  them  in  the 
penile  cleft.  It  is  certainly  desirable  that  further  and  exten- 
sive experiments  should  be  made,  and  the  feasibility,  or  other- 
wise, of  removal  of  the  diseased  bladder  determined. 

In  conclusion,  it  may  be  said  that: 

1.  Only  after  operation  is  there  much  chance  for  recovery 
from  any  kind  of  vesical  tumor. 

2.  That  an  operation  should  be  done  in  all  except  the  least 
and  most  severe  cases. 

3.  That,  as  a  rule,  in  males  the  bladder  should  be  opened 
above  the  pubes. 

4.  That  the  removal  should  be  made  as  complete  as  the 
situation  and  extent  of  the  growth  will  permit. 
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ON  LUMBAR  HERNIA.' 
By  CLAUDIUS  H.  MASTIN,  M.D., 

OF  MOBILE,  ALA. 

A  CONTRIBUTION  to  the  literature  of  any  pathological 
rarity  is  worthy  of  permanent  record;  and  since  cases 
of  lumbar  hernia  are  of  extreme  rarity,  I  feel  justified  in  of- 
fering the  history  of  a  case  which  came  uyder  my  observation 
at  birth — congenital  in  the  true  acceptation  ot  the  term  —  and 
has  been  kept  under  notice  for  the  last  six  years. 

This  child,  Geo.  H.  Liversage,  was  born  March  12,  1884, 
at  the  little  town  of  Whistler,  a  small  village  some  six  miles 
from  the  city  of  Mobile,  and  is,  consequently,  six  years  of  age. 
His  father  and  mother  are  both  healthy,  strong  young  people, 
and  this  boy  is  their  fourth  born.  The  mother's  labor  was  nor- 
mal, and,  with  the  exception  of  this  hernial  protrusion,  the 
child  is  healthy  and  well  formed.  When  about  two  months  of 
age  the  child  was  brought  to  my  office  seeking  an  opinion  and 
treatment ;  the  grandmother  informing  me  that  there  was  "a 
large  wen''  on  the  child's  left  side,  and  they  wished  something 
done  for  its  removal. 

I  at  once  recognized  the  nature  of  the  protrusion,  counseled 
against  any  operative  proceedings,  but  advised  the  use  of  a 
supporting  bandage.  At  my  request  the  mother  consented  to 
have  the  case  photographed,  the  illustrations  of  which  are 
herewith  presented. 

The  only  treatment  possible  —  a  supporting  bandage — was 
applied,  but  the  inconvenience  of  constantly  readjusting  it 
caused  the  mother  to  neglect  its  use,  and  the  child  was  left 
with  no  other  support  than  that  afforded  by  the  usual  diaper, 
which  in  this  instance  was  made   to  swaddle  the   infant  higher 

'Read  before  the  American  Surgical  Association,  May  14,  1890. 
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upon  the  back,  and  more  up  upon  the  sides  than  it  is  usually 
applied. 

After  a  year  the  parents  left  Alabama  and  went  to  reside  in 
Texas,  where  they  remained  until  about  eighteen  months  or 
two  years  ago,  when  they  returned  to  Whistler,  and  since  that 
date  I  have  had  an  opportunity,  from  time  to  time,  of  seeing 
and  examining  the  case.  He  is  now  a  well-grown,  healthy  boy 
of  six  years  of  age.  and,  although  wearing  no  support,  he  suf- 
fers not  the  least  inconvenience  whatever  from  the  protrusion, 
which  now  measures  9'/^  inches  in  its  long  axis,  with  a  trans- 
verse diameter  of  9  inches.  To  the  sense  of"  touch,  the  con- 
tents of  the  hernial  sac  appear  to  be  the  descending  colon  with 
a  large  mass  of  small  intestines.  I  am  not  able  to  decide 
whether  any  omentum  is  present  or  not,  although  the  hernial 
mass  appears  to  be  just  beneath  the  skin  and  transversalis  fas- 
cia, with  no  intervening  muscular  structure.  So  far  as  I  can 
determine  from  an  ante-mortem  examination,  the  latissimus 
dorsi  and  quadratus  muscles,  at  this  locality,  are  wanting,  or, 
if  present,  are  only  in  rudimentary  form.  The  outer  edge  of 
the  hernial  opening  is  close  against  the  transverse  processes  of 
the  lumbar  vertebrae,  and  only  separated  from  them  by  a  small 
band  of  muscular  tissue,  which  is,  most  likely,  the  erector  spinae, 
since  I  cannot  detect  any  trace  of  the  quadratus  or  latis- 
simus dorsi.  I  know  of  nothing  else  which  it  could  be.  The 
inner  side  is  bounded  by  the  oblique,  but  I  am  unable  to  make 
out  a  defined  edge  of  that  muscle  since  the  whole  abdominal 
wall  on  the  left  side  appears  thinned  and  weakened;  the  crest 
of  the  ilium  supports  the  lower  margin  of  the  protrusion.  As 
will  be  noticed  in  the  illustrations,  there  is  a  distinct  direct  in- 
guinal hernia  of  the  left  side,  but  none  on  the  right.  For  the 
past  four  years  there  has  been  no  support  used,  and  the  child 
not  restrained  in  any  of  its  actions;  he  romps,  climbs,  moves 
around  and  plays  as  other  boys  of  his  age  are  accustomed  to 
do,  and  has  no  inconvenience  whatever  from  his  deformity. 
He  is  a  very  bright  boy,  and,  to  all  appearances,  in  the  enjoy- 
ment of  perfect  health. 

His  mother  informs  me  that  about  two  hours  after  a  full 
meal,  and  especially  so  if  he  has  partaken  freely  of  soup  or 
other  fluids,  tiie  hernia   enlarges  greatlv   and    becomes   tense. 
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Dr.  Mastin's  Case   of  Lumrar  Hernia  at  Six  Years  oi    Age. 
Fk;.  I.     Back  View.  Fig.  2.    Side  View. 


then  the  Httle  felhnv  kneads  it  up  with  his  hands,  when  it  soon 
subsides  and  assumes  its   natural   shape,  size   and  appearance, 

as  shown  in  tlie  illustration.     This   increase  and  subsidence  in 
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shape  and  size  after  a  meal  would  indicate  tliat  the  bulk  (jf  the 
hernial  contents  is  composed  of  small  intestines. 

For  a  great  many  years  lumbar  hernia  has  been  known  oc- 
casionally to  take  place,  but  the  instances  have  been  so  very 
rare,  that  it  may  be  properly  considered  as  one  of  the  anoma- 
lies of  intestinal  protrusion  ;  and  so  rare  is  it  that  very  few  of 
the  concise  treatises  on  surgery  make  any  mention  whatsoever 
of  the  subject.  I  know  no  author  who  has  written  a  special 
work  upon  hernia  who  has  made  even  an  allusion  to  its  possible 
occurrence.  Neither  Sir  Astley  Cooper  nor  Mr.  Lawrence 
(whose  works  on  hernia  are  the  standard  authorities)  have 
made  any  reference  to  the  anatomical  weakness  of  the  loin  as 
liable  to  give  exit  to  a  hernial  protrusion,  nor  do  they  speak 
of  the  possibility  of  any  such  occurrence  taking  place. 

That  small  triangular  space  bounded  by  the  crest  of  the 
ilium,  the  margins  of  the  external  oblique,  and  latissimus  dor- 
si  muscles?,  known  to  anatomists  as  the  "triangle  of  Petit,"  is 
a  comparatively  weak  spot  in  the  abdominal  wall,  through 
which  a  hernial  protrusion  may  take  place,  but  the  anatomical 
relations  are  such  that  strangulation  is  very  improbable.  In 
fact,  among  the  total  number-,  'i^T^  in  all,  of  the  cases  of  lumbar 
hernia  which  I  have  been  able  to  collect,  after  a  long  and  pains- 
taking research,  I  find  only  three  cases  in  which  anything  like 
true  strangulation  has  taken  place;  and  in  two  of  these  an 
operation  was  resorted  to  for  their  relief;  one  of  them  recovered 
after  a  lingering  illness,  the  other  died.  One  of  the  three — 
(case  3  in  the  abstract),  that  of  Raverton,  was  operated  upon 
in  1738,  the  other.  Dr.  G.  H.  Hume's  case  (32  in  the  abstract), 
was  done  in  1889.  The  case  of  Mr.  Owen  (22  in  the  abstract) 
was  operated  on  with  the  intention  of  performing  a  radical 
cure;  for  neither  strangulation  nor  obstruction  existed  at  the 
time  of  the  operation. 

Notwithstanding  the  weakness  of  that  portion  of  the  ab- 
dominal wall — the  space  designated  as  "Petit's  triangle" — we 
have  been  unable  to  find  any  evidence  going  to  prove  that  the 
presence  of  this  triangle  exerts  any  influence  whatever  in  the 
development  of  the  hernial  protrusion.  With  the  single  ex- 
ception of  case  31,  that  of  Mr.  Hutchinson,  no  post-mortem 
examination  has  been  made  of  any  one  of  the  recorded  cases, 
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with  the  intention  of  discovering  the  direct  route  through 
which  the  protrusion  had  passed;  and  it  was  discovered  in  his 
case  that  the  hernia,  although  appearing  to  come  through  the 
triangle,  in  reality  passed  above  the  triangle,  outside  of  the 
quadratus  lumborum,  and  through  the  transversalis  and  latis- 
simus  dorsi  muscles,  at  that  point  where  the  latter  comes  from 
the  fascia  covering  the  erector  spina?  muscle. 

An  interesting  feature  shown  at  the  autopsy  of  Mr.  Hutch- 
inson's case,  was  the  absence  of  any  peritoneal  sac.  The  loose- 
ness of  I  he  attachments  of  the  peritoneum  in  this  region  is  well 
known,  and  is  taken  advantage  of  in  certain  operations,  such 
for  instance  as  the  removal  of  the  kidney  through  a  lateral  in- 
cision. So  in  this  case  it  was  quite  easy  to  make  the  peri- 
toneum, by  gentle  pressure,  protrude  into  the  hernial  opening; 
and  as  it  is  quite  certain  that  it  had  habitually  during  life  con- 
tained intestine,  it  is  obvious  that  every  time  the  latter  was  re- 
duced the  peritoneal  sac  must  have  returned  with  it  into  the 
abdominal  cavity.  Whether  this  feature  has  been  present  in 
other  cases  of  lumbar  hernia  it  is  impossible  to  decide,  but  if 
so,  it  is  one  rarel)'  met  with  in  connection  with  the  more  com- 
mon varieties  of  hernia. 

As  to  the  portion  of  the  intestine  usually  contained  in  a  lum- 
bar hernia,  it  is  a  very  difficult  matter  to  decide  in  the  absence 
of  a  post-mortem  examination,  and  such  examinations  have 
not  been  made  in  a  sufficient  number  of  instances  to  enable  us 
to  establish  a  rule  b}-  which  we  can  say  positively  what  is  the 
contents  of  any  given  case. 

The  colon,  from  its  relation  to  the  parts  both  on  the  right 
and  the  left,  is  the  viscus  most  liable  to  escape  through  the  open- 
ing, but  the  case  of  Raverton  proves  that  the  suiall  intestines 
are  also  found  to  be  in  the  hernia;  and  Baron  Larrey's  case 
showed  a  mass  of  omentum  forming  a  part  of  its  contents. 

The  coverings  of  a  lumbar  hernia  are  irregular,  and  no  evi- 
dence exists  to  prove  that  there  is  any  uniformity  in  the  in- 
vesting tissues,  for  it  depends  entirel)'  upon  the  way  in  which 
the  protrusion  takes  place,  it  not  being  certain  that  it  escapes 
through  the  triangle  of  Petit.  From  the  fact  that  Petit's  name 
.ind  triangle  have  been  so  long  associated  with  this  form  of 
hernia,  the  idea  is  [)revalent  that  its    place  oS.    e.Kit    is    through 
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this  weakened  place  in  the  abdominal  wall,  and  that  to  Petit 
is  due  the  credit  of  having  first  described  this  form  of  hernia; 
this  is,  however,  an  error,  for  Barbetta,  in  1650,  mentioned 
this  variety  of  rupture,  and  Garengot,  in  1731,  Raverton,  in 
1750,  together  with  Lachauss,  in  1759,  ^^  described  it,  long 
before  Petit  published  his  case  in  1783.  The  case  of  Mr.  Ed- 
mund Owen  (case  23)  did,  according  to  his  statement,  pass 
through  the  triangle;  but  the  cases  of  Hutchinson  and  Braun, 
where  an  opportunity  was  had  to  inspect  the  exact  locality  of 
the  hernia,  it  was  found  that  neither  one  passed  through  that 
opening,  and  in  reality  in  Mr.  Braun's  case  the  triangle  did  not 
even  exist!  In  the  case  of  Dr.  Hume,  although  no  post-mor- 
tem was  permitted,  he  observed  at  the  time  of  his  operation 
for  strangulation  that  "the  sac  communicated  with  the  general 
peritoneum  by  a  small  slit-like  opening,  and  across  the  neck 
there  were  stretched  two  tense  cords  which  were  the  agents  in 
producing  strangulation."  He  says  "the  rupture  did  not  appear 
to  hav^e  protruded  through  the  triangle  of  Petit,  as  is  stated  to 
be  the  rule  in  cases  of  lumbar  hernia."  In  my  own  case  the 
hernia  has  not  passed  through  the  triangle,  because  it  is  very 
evident  that  the  muscles  which  go  to  form  that  triangle  are,  to 
a  great  degree,  wanting,  and  consequently  no  defined  tri- 
angle can  exist.  Besides  these  facts,  according  to  the  obser- 
vations of  Lesschaft,  the  triangle  of  Petit  is  nearly  always 
wanting  in  children,  and  absent  in  about  every  fourth  adult. 

As  to  the  causes  which  have  produced  this  variety  of  hernia, 
I  find,  after  a  careful  analysis  of  the  33  cases  which  I  have  col- 
lected and  tabulated,  only  ojie  can  be  considered  of  spontane- 
ous origin;  27  of  them  were  in  adults  or  elderly  persons;  6 
were  in  children,  3  of  which  were  congenital;  17  were  in  males; 
15  in  females;  20  were  on  the  left  side,  10  on  the  right,  i  on 
both  sides,  and  2  the  side  not  mentioned;  4  followed  the  track 
of  an  abscess,  and  that  the  abscess  itself  had  probably,  in  find- 
ing its  way  to  the  surface  followed  the  course  of  a  nerve,  which 
was  most  likely  the  lowest  posterior  lumbar  branch;  to  11  of 
these  cases  no  cause  was  attributed;  2  cases  resulted  from  ca- 
ries and  necrosis;  i  was  due  to  old  age  and  prolonged  child- 
bearing;  II  caused  by  strains,  wounds  or  severe  injuries.  The 
spontaneous  case  was  in  an  adult,  whilst  those    due  to  abscess 
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were  in  younger  persons.  To  account  for  the  three  congeni- 
tal cases  is  not  possible,  since  there  is  nothing  in  the  develop- 
ment of  the  abdominal  wall  to  account  for  the  formation  of  a 
gap  in  the  lumbar  region. 

Owing  to  the  frequency  of  confounding  lumbar  hernia  with 
abscess,  it  is  important  that  a  clear  diagnosis  should  be  made. 
The  absence  of  fluctuation,  the  resonance  and  reducibihty  of 
a  tumor  in  the  lumbar  region  should  serve  as  an  important 
guide.  The  knowledge  that  such  a  hernia  is  possible  should 
place  the  surgeon  on  the  alert  in  all  cases  where  he  is  in  the 
least  doubt  as  to  the  tru.e  nature  of  an  enlargement  in  the  re- 
gion of  the  loin.  The  case  which  came  under  the  care  of  Prof. 
Dolbeau  is  an  instance  of  this  necessity,  for  being  mistaken 
for  an  abscess,  the  intestine  was  incised  and  a  foecal  fistula  re- 
sulted. The  diseases  most  likely  to  be  confounded  with  this 
hernia,  are  hernia  of  the  muscle  itself,  sarcomata,  ha^matoma, 
perinephritic  abscess,  hydronephrosis  and  carcinomatous  tu- 
mors of  the  kidney.  By  a  careful  exclusion  of  first  one  and 
then  another,  we  may  arrive  at  a  correct  diagnosis.  Whilst 
hydronephrosis  bulges  at  the  same  place,  it  is  painless,  has  no 
resonance  and  is  not  reducible;  -a  perinephritic  abscess  is  al- 
ways sensitive,  and  pi'oductive  of  a  high  range  of  temperature; 
whilst  on  the  other  hand,  carcinomatous  tumors  are  not,  as  a 
rule,  attended  with  febrile  symptoms,  becomes  a  fact  which 
will  throw  light  in  differentiating  them  from  perinephritic  and 
other  abscesses;  they  are  not  so  liable  to  be  taken  lor  this  her- 
nia, since  their  history  and  course  will  measurably  exclude 
them;  sarcoma  and  hsematoma  are  infrequent  in  this  region, 
and  a  careful  inspection  will  draw  a  line  of  distinction  between 
them  and  lumbar  hernia. 

The  treatment  is  little  more  than  protecting  the  protrusion 
from  injury  by  a  well  constructed  pad  and  abdominal  belt. 
Should  strangulation  take  place  a  necessity  arises  as  in  the 
cases  of  Raverton  and  Hume,  and  the  operation  of  herniotomy 
should  be  performed.  In  those  cases  where  the  opening 
throifgh  which  the  hernia  passes  is  small  and  defined,  and 
symptoms  of  obstruction  or  strangulation  become  present,  then 
the  case  of  Mr.  Owen  suggests  the  propriety  of  a  resort  to  a 
radical  operation. 
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To  those  who  may  be  interested  in  the  history  and  literature 
of  this  subject,  I  beheve  the  annexed  abstract  of  cases,  to- 
gether with  the  bibhography  attached,  will  be  found  to  com- 
prise all,  or  a  least  very  nearly  all,  which,  to  this  date,  has  been 
written  upon  the  subject  of  lumbar  hernia. 

Abstract  of  Cases. 

Case  i.  A  female,  jet.  30  years,  3"  from  anterior  superior  spine 
apparently  through  Petit's  triangle,  8  cm.  in  diameter,  contaming  intes- 
tine only,  easily  reducible,  appeared  during  straining  effort.  A  simi- 
lar triangular  aperture  could  be  made  out  on  the  other  side— side  not 
stated. — Hardy:     Bull  de  PAcad.  de  Med.,  vol.  34,  p.  124. 

Case  2.  A  female,  age  not  stated,  in  making  a  false  step  felt  sud- 
den pain  in  right  loin,  then  vomiting  came  on  from  which  patient  died. 
Garengot,  after  death,  found  a  tumor  "the  size  of  a  nut"  which  suddenly 
disappeared  with  gurgling  sound  during  taxis. — Garengot :  Traite 
des  operations,  1731. 

Case  3.  A  female,  middle  age.  After  vomiting  for  three  weeks,  a 
tumor  appeared  in  the  left  side.  Raverton  operated  for  strangulation, 
let  out  some  pus,  then  ligatured  a  mass  of  inflamed  omentum  and  re- 
turned 3  coils  of  small  intestine.  The  woman  was  pregnant  at  the 
time,  and  some  days  after  the  operation  the  intestines  came  out  again 
at  each  dressing.  The  patient  made  a  lingering,  but  complete  re- 
covery, and  gave  birth  to  a  living  child. — Raverton:  Traite  des plais 
amies  a  feu,  1750. 

Case  4.  A  middle  aged  man,  with  other  hernial  protrusions,  also 
had  a  lumbar  hernia  in  both  the  right  and  left  sides,  but  no  full  partic- 
ulars are  given. — Lachausse,   1759. 

Case  5.  A  female,  middle  age,  pregnant,  developed  lumbar  hernia, 
on  the  left  side,  about  the  size  of  a  child's  head ;  it  was  usually  re- 
ducible but  became  strangulated,  and  was  perhaps  operated  on,  but 
unfortunately  no  details  are  given  as  to  this  pomt. — I.  L.  Petit : 
Traite  des  maladies  Cliir.,  tome  ii,  1783. 

Case  6.  A  man,  65  years  of  age,  had  a  lumbar  hernia  of  the 
right  side  to  appear  suddenly  after  a  strain  or  violent  exertion.  It 
was  subsequent!)  reducible,  but  symptoms  of  strangulation  developed 
a  f.w  months  later,  which,  when  the  patient  lay  prone  reduction  could 
be  affected,  and  a  truss  would  keep  the  hernia  back.- Cloquet : 
These  sur  les  hernies,  18 19. 

Case  7.      A  female,  whose  age  is  not  given,  after  a  fall  complained 
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of  severe  lumbar  pains,  and  was  long  treated  for  "pleurisy."'  Some  36 
years  later  an  abscess  developed  in  the  loin  and  a  loop  of  intestine 
was  exposed.  After  a  while  the  site  of  the  abscess  healed,  but  no 
mention  is  made  as  to  the  effect  upon  the  hernia. — Van  Huegel : 
Gaz.  de  Hopitaux^  1848. 

Case  8.  A  female  child,  about  one  year,  of  age,  was  found  with  a 
left  lumbar  hernia  of  small  size,  which  was  easily  reduced.— Colles  : 
Djiblin  Journal,  May,  1857. 

Case  9.  A  middle  aged  man,  after  a  severe  blow  on  the  loin,  de- 
veloped ajumbar  hernia  of  the  left  side,  which  was  about  the  size  01 
the  fist,  and  was  easily  reduced.  It  was  cured  by  the  constant  use  of 
a  belt  truss.  At  first  it  gave  rise  to  many  errors  of  diagnosis. — 
Nelaton  :      Verbal  Communication  to  Baron  Larrey. 

Case  10.  A  middle  aged  man,  a  similar  case  to  the  last,  had  a 
right  lumbar  hernia  appear  some  length  of  time  after  a  like  injury. 
—  Chapplain  :     Bull,  de  la  Soc.  de  Med.  de  Marseille. 

Case  i  i  .  A  female,  forty  years  of  age,  had  a  lumbar  hernia  of 
the  left  side  which  was  as  large  as  a  loetal  head  at  term.  It  was,  ap- 
parently, a  fatty  hernia  in  its  origin,  but  contained  intestine  and  the 
skin  was  tightly  "stretched  over  it. — MarnVisse :  Gaz.  des  Hopitaux, 
1862. 

Case  12.  A  male  child,  aet.  i  year,  had  a  left  lumbar  hernia;  when 
he  came  under  observation  of  tne  surgeon,  at  the  age  of  18  years,  it  was 
about  the  size  of  an  apple,  and  had  been  supposed  to  be  a  lipoma;  "it 
swelled  out  when  he  coughed  and  could  be  reduced."  a  belt  was  ap- 
plied.— Basset:     Bull,  de  la  Soc.de  Med.  de  Toulouse,  1864. 

Case  13.  A  man,  set.  67  years,  presented  with  a  lumbar  hernia  of 
the  left  side  ;  it  was  said  to  have  originated  from  a  blow  on  the  loin 
with  the  fist;  it  gave  but  little  trouble  and  was  only  partly  reducible. 
A  belt  with  metal  pad  was  applied. — Grynfeltt :  Montpelier  Med., 
tome  xvi. 

Case  14.  A  man,  aet.  46  years,  had  a  lumbar  hernia  of  the  left 
side,  which  followed  upon  the  healing  of  an  abscess  which  originated 
in  a  severe  contusion  of  the  part.  It  could  be  wholly  reduced  ai  d 
kept  in  place  by  a  belt. — Sistach  :  Recueil  des  memories  des  Med.  Mil- 
itaire,  3d  series,  tome  xix. 

Case  15.  An  elderly  woman  had  a  lumbar  hernia  of  three  years, 
duration  situated  in  the  left  loin.  It  was  probably  a  fatty  hernia, 
though  suspected  to  be  omental;  it  was  easily  reduced,  as  it  was  of 
small  size. — Auzias-Turenne  :  I'erbal  C(  iitinutiicatioii  to  Baron 
Larre\ . 
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Case  16.  A  female,  whose  age  is  not  given,nor  the  side  mentioned, 
had  a  lumbar  hernia  which  was  mistaken  for  an  abscess  and  incised; 
a  foecal  fistula  was  the  result  but  fortunately  this  ultimately  healed. — 
Prof.  Do  I  beau. 

Case  17.  A  man,  aet.  28  years,  was  shot  in  the  abdomen  and  the 
ball  lodged  in  the  left  loin;  at  this  point  an  abscess  formed;  after  its 
cicatrisation  a  hernia  developed  close  to  the  scar.  It  was  at  first 
mistaken  for  an  inflammatory  swelling,  but  could  be  mostly  reduced 
only  some  omentum  remaining.  After  death  this  was  confirmed  by 
dissection;  the  opening  was  oval  and  just  below  the  last  rib. — Larrey  : 
Bull,  de  PAcad.  de  Med..,  1869,  p.   160. 

Case  18.  A  man,  aet.  54  years,  had  a  lumbar  hernia  of  the  left 
side,  about  the  size  of  a  small  orange.  It  was  evidently  composed  of 
fat,  but  at  times  intestine  could  be  detected  in  its  centre.  It  was  ac- 
companied by  vague  pains  radiating  from  the  loin,  and  thought  to  pro- 
trude through  Petit's  triangle. — Gosselin  :  Gaz.  Med.  de  Paris,  \%Z\, 
p.  125. 

Case  19. — A  patient,  sex  not  stated,  set.  6  years,  had  a  lumbar  her- 
nia of  the  left  side,  after  a  severe  fall  in  which  the  head  and  right 
side  of  the  trunk  were  injured.  It  appeared  to  contain  intestine  and 
was  reducible.  The  child  died  on  the  second  day  from  the  head  in- 
juries, but  no  post  mortem  was  made. — Decaisne:  Bull,  de  la  Soc.  de 
Med.  de  Gand,  Jany.,  1839. 

Case  20.  An  aged  female  had  a  lumbar  hernia  of  the  left  side,  oval 
in  shape,  and  about  the  size  of  an  egg.  It  was  largely  fatty,  but 
contamed  also  intestines  which  could  be  reduced.  The  hernia  caused, 
at  times,  vomiting  and  coHc,  but  was  never  positively  strangulated.  It 
had  been  noticed  five  years  before  she  came  under  the  care  of  a  sur- 
geon.— Marquez:  Soc.  Med.  du  Haul  Rhin.,   1869. 

Case  21.  A  similar  case  to  the  last,  with  no  mention  of  sex  or  side, 
but  simply  "an  aged  person,"  who  had  a  lumbar  hernia  which  gave  no 
trouble,  is  reported  by  Levy:  Gaz.  Med.  de  Strasburg.  1869.  p.  275. 

Case  22.  An  aged  female  had  a  lumbar  hernia  which  twice  became 
incarcerated,  causing  sickness  and  pain,  when  it  was  reduced  and  a 
belt  apphed.  The  side  is  not  mentioned  in  the  report  by  Triponel: 
Gaz.  Med.  de  Strasburg,  1869. 

Case  23.  A  female  child,  aet.  6  years,  had  a  lumbar  hernia  to  de- 
velop in  the  right  loin,  as  large  as  a  small  orange,  at  the  site  of  a  pre- 
vious abscess.  The  hernia  probably  contained  the  colon.  It  was  cured 
by  a  radical  operation  in  which  the  sac  was  pushed  back  into  the  ab- 
dominal cavity  without  being  opened,  and  the  muscles  sutured. — Mr. 
Edmund  Owen:  Brit.  Med.  Jour.,  May  5,  1889. 
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Case  24.  A  male  child,  aet.  4  years,  with  an  abscess  of  the  left  lum- 
bar region,  between  crest  of  ilium  and  last  rib.  A  surgeon  had  opened 
it  and  a  large  quantity  of  pus  was  discharged.  It  healed  after  some 
months,  when  a  month  after  healing  a  tumor  made  its  appearance,  r.t  a 
point  where  the  quadratus  and  latissimus  dorsi  muscles  intersect  the 
internal  and  external  oblique  muscles,  about  the  size  of  a  goose  egg;  it 
was  soft,  and  pressure  forward  and  inward  reduced  it  with  a  gurgling 
sound.  It  reappeared  under  coughing  or  muscular  exertion. — Well- 
ington N.  Campbell,  M.D.:  N.   V.  Med.  Jour.,  vol.  19,  1874. 

Case  25.  A  female,  aet.  70  years,  presented  with  a  large  tumor  on 
right  side  of  abdomen,  commencing  on  a  line  between  the  false  ribs 
and  crest  of  ilium,  and  extending  around  in  front  nearly  to  the  umbili- 
cus; it  was  about  10  inches  in  diameter,  irregular  in  form,  apparently 
sub-cutaneous,  soft  and  flabby,  and  under  gentle  pressure  easily  re- 
duced into  the  cavity  of  the  abdomen. — Jno.  W.  Currier,  M.D.:  The 
Cincinnati  Lajicet  and  Clnic,  new  series,  vol.  3,  page  98.     1880. 

Case  26.  A  female,  aet.  63,  with  a  lumbar  hernia  of  the  right  side, 
about  the  size  of  a  tea  cup.  It  now  and  then  presented  some  of  the 
symptoms  of  a  strangulation,  but  was  easily  reduced  and  retained  by  a 
bandage  and  compress.  The  woman  was  feeble  and  relaxed,  the 
result  of  child-bearing.  Pressure  upwards,  backwards  and  inwards  re- 
duced it.  No  history  of  injury. — John  P.  Apperson.  M.D.:  Virg.  Clin. 
i?^r.,  vol.  3,  page  651,     1873-4. 

Case  27.  A  male  adult  had  a  lumbar  hernia  of  the  right  side;  its 
diameter  was  5",  and  was  said  to  have  protruded  through  Petit's  tri- 
angle (?)  and  contain  ascending  colon — reducible. —  Coze:  Revue 
Medicate,  1874,  tome  i,  p.  407-410. 

Case  28.  An  adult  male  had  a  lumbar  hernia  on  the  right  side, 
which  was  mistaken  for  an  abscess  and  incised.  This  hernia  was  much 
smaller  than  the  first  case;  both  were  in  the  persons  of  strong  artillery 
men,  and  in  both  attributed  to  strains  in  riding. — Coze:  Revue  Medi- 
cale,  1874,  quoted. 

Case  29.  A  male,  aet.  33,  had  suftered  from  spinal  caries  and  dou- 
ble lumbar  abscess.  The  hernia  followed  close  to  the  discharging 
sinus  on  the  left  side.  After  death  the  opening  was  found  to  be 
through  the  latissimus  dorsi  muscle,  and  a  close  investigation  proved 
that  Petit's  triangle  was  wanting,  and  no  evidence  that  it  had  existed. 
— D.  H.  Braun,  LangenbecW s  Archives,  24,  page  213. 

Case  30.  A  man,  tet.  24  years,  had  a  right  lumbar  hernia  which 
came  through  an  aperture  caused  by  necrosis  of  part  of  iliac  crest, 
easily  reduced,  said  to  contain  receding  colon. — Lang.  Arch.,  25. 
page  903. 
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Case  31.  A  man,  aet.  65  years,  having  died,  a  lumbar  hernia  of  left 
side  was  discovered  in  the  dead  house.  This  case  afforded  an  oppor- 
tunity for  a  very  careful  post-mortem  examination,  which  is  the  only 
recorded  instance  in  which  the  pathological  condition  of  the  parts  have 
been  accurately  studied.  Mr.  Hutchinson  found  that  the  hernia  was 
originally  a  fatty  protrusion  which  passed  through  a  distinct  round  op- 
ening in  the  latissimus  dorsi  muscle,  and  to  the  inner  side  of  the  so- 
called  Petit's  triangle.  The  hernia  contained  intestines  and  was  cov- 
ered by  a  peritoneal  sac,  which  sac  returned  with  the  intestines  when 
the  latter  was  reduced. — Jonathan  Hutchinson,  Jr.,  F.R.C.S.:  British 
Afedical /ourtial,  July  13,  i88g,  page  71. 

Case  32.  A  man,  set.  68  years,  had  noticed  a  lump  in  his  left  side 
for  15  years.  Usually  it  was  about  the  size  of  his  fist,  but  frequently 
it  became  larger,  and  never  altogether  disappeared.  On  several  occa- 
sions it  became  enlarged,  painful,  and  evidenced  symptoms  of  obstruc- 
tion. When  seen  the  tumor  was  as  large  as  a  child's  head  and  occu- 
pied the  left  lumbar  region.  Symptoms  of  strangulation  for  the  last 
two  days,  and  an  operation  resorted  to  for  relief.  The  sac  contained 
a  coil  of  small  intestines,  inflamed  and  granular,  then  another  coil  gan- 
grenous, and  also  the  sigmoid  flexure,  which  had  become  twisted  up- 
on itself  The  sac  opened  into  the  peritoneal  cavity,  and  across  its 
neck  were  two  fibrous  cords  which  had  produced  the  strangulation. 
Upon  the  division  of  these  cords,  reduction  was  easily  accomplished. 
The  gangrenous  coil  of  small  intestines  was  excised  to  the  extent  of  13 
inches  and  united  by  Lembert's  stitches  of  fine  silk;  the  sac  carefully 
separated  from  its  attachments,  cut  away  at  the  neck,  and,  together 
with  the  margins  of  the  wound,  carefully  united  by  a  continuous  suture 
of  fine  cat-gut.  There  was  no  autopsy  permitted  two  days  after,  when 
the  patient  died,  but  observation  at  the  time  of  the  operation  showed 
that  protrusion  took  place  in  front  of  the  quadratus  and  had  expanded 
but  not  perforated  the  latissimus  dorsi,  the  sac  lying  between  the  mus- 
cle and  the  aponeuroses  of  the  transversalis.  The  rupture  did  not 
seem  to  have  come  through  the  triangle  of  Petit,  as  it  has  been  com- 
monly supposed  to  do. — G.  H.  Hume.  M.D.,  Bt-it.  Med.  Jour.,  July 
13,  1889,  page  73. 

Case  33.  A  male  child,  at  birth,  showed  large  lumbar  hernia  of 
left  side. — C.  H.  Mastin,  M.D.,  Subject  of  this  report. 
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TWO  SUGGESTIONS    IN  SURGICAL  TECHNIQUE.' 

I.  A  New  Method  of  Compressing  the  Subclavian  Artery. 

II.  A  New  Method  of  Ascertaining  whether  the  Bladder 
IS  or  is  not  Ruptured. 

By  WILLIAM  W.  KEEN,  M.D., 

OF    PHILADELPHIA. 

i'ROFESSOkOK  SURGERY  IN  THE  JEFFERSON  MEDICAL  COLLEGE. 

I.     Compression  of  the  Subclavian  Artery. 

All  surgeons  know  the  difficulty  of  maintaining  steady  and 
effectual  occlusion  of  the  subclavian  artery  by  pressure  above 
the  clavicle  on  the  third  part  of  the  artery  where  it  crosses  the 
nrst  rib.  A  recent  and  difficult  case  that  I  witnessed  drew  my 
attention  to  the  subject  afresh,  and  it  occurred  to  me  that  com- 
pression might  be  much  more  effectually  accomplished  by  an 
elastic  band  passing  over  the  shoulder,  down  the  back,  under 
the  perineum,  and  up  in  front  of  the  trunk.  It  is  analogous  in 
its  mode  of  action  to  Mr.  Jordan  Lloyd's  method  of  compress- 
ing the  external  iliac  artery.  I  have  had  no  opportunity  of 
putting  it  into  practice  in  any  pctual  operation  about  the  shoul- 
der-joint, but  I  have  tried  it  on  the  living,  and  found  it  perfect- 
ly effectual  and  easy  of  accomplishment. 

The  strong  elastic  strap  or  band  which  comes  with  Es- 
march's  rubber  bandage  is  the  best  means  of  applying  the 
pressure.  A  suitable  roller  bandage,  two  inches  wide,  is  placed 
above  the  clavicle  over  the  position  of  the  artery  as  ascertained 
by  the  touch.  The  elastic  strap  is  then  passed,  as  described, 
over  the  roller  bandage,  down  the  back,  between  the  thighs, 

'Read  before  the  Philadelphia  County  Medical  Society,  February  12,  1890. 
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and  up  in  front  of  the  trunk.  The  ends  can  either  be  held  by 
an  assistant,  or,  better  still,  be  tied  or  hooked  together.  (Fig. 
I.)  If  it  is  desired  to  release  the  artery,  the  rubber  strap  is 
slipped  off  the  bandage;  pressure  can  be  renewed  as  easily. 
An  assistant  should  stand  on  the  side  of  the  patient  opposite 
to  that  on  which  the  operation  is  to  be  done,  to  steady  the 
elastic  strap  and  roller  bandage  in  position. 

The  advantages  of  the  method  now  proposed  are,  that  it  is 
reliable;  that  the  elastic  band  will  maintain  compression,  ev^en 
though  the  patient  should  struggle   during  the  operation;  and 


Fig.  I. 


Fig.  2. 


not  only  is  the  assistant  not  tired  out  by  the  fatigue  of  com- 
pressing the  artery,  but  he  has  one  hand  free  to  assist  the  op- 
erator, if  need  be.  Its  chief  advantage,  of  course,  lies  in  its 
absolute  certainty  and  continuousness.  An  Esmarch  bandage 
can,  of  course,  be  applied  to  the  arm  previous  to  applying  the 
compression.  [The  method  was  shown  on  a  patient,  and  its 
efficacy  verified  by  several  members  of  the  Society.] 

Addendum. 


Further  experiments  in  the  method  I  proposed,  since  read- 
ing the  above  paper,  have  led  me  to  modify  the  means  em- 
ployed, as  follows: 
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With  the  elastic  strap  of  the  Esmarch  bandage  I  have  found 
some  difficulty  in  retaining  in  place  the  roller  bandage  over  the 
subclavian.  It  has  a  tendency  to  fall  downward  over  the  clav- 
icle, and  outward  toward  the  shoulder.  To  obviate  this,  I 
have  resorted  to  the  elastic  bandage  of  Esmarch  instead  of  the 
strap,  and  have  applied  it  as  follows:  The  tendency  to  dis- 
placement of  the  roller  bandage  downward  below  the  clavicle 
is  counteracted  by  laying  the  end  of  the  bandage  on  the  chest, 
and  carrying  it  over  the  shoulder  and  down  the  back.  If  the 
elastic  strap  is  used,  the  natural  tendency,  when  it  is  placed  in 
position,  is  to  pull  upon  both  ends  at  once,  and  the  upper  end 
being  drawn  downward  tends  [to  displace  the  roller  bandage 
downward.  If  it  is  applied  by  the  elastic  bandage,  as  now  de- 
scribed, traction  being  always  made  with  the  unrolled  part  of 
the  bandage,  over  the  shoulder  from  front  to  back,  this  sub- 
clavicular displacement  is  prevented.  T'^  prevent  the  outward 
displacement  I  carry  every  alternate  turn  under  the  opposite 
axilla.  By  this  means  the  roller  bandage  is  held  in  place  ab- 
solutely, even  without  care  from  an  assistant. 

II.     A  New  Means  of  Ascertaining  whether  the  Bladder 
IS  Ruptured  by  Injecting  Filtered  Air  into  it.^ 

This,  also,  I  have  had,  as  yet,  no  means  of  testing  in  the 
living  body.  When  using  Senn's  hydrogen  test,  on  an  animal 
recently;  the  idea  occurred  to  me  that  it  would  be  an  excellent 
means  of  ascertaining  the  fact  of  rupture  or  non-rupture  of  the 
bladder.  In  order,  however,  to  make  it  more  available,  the 
following  modification  suggested  itself  to  my  mind: 

1.  Introduce  the  catheter  and  empty  the  bladder  of  any 
urine  that  may  be  present. 

2.  Connect  the  catheter  with  an  ordinary  Davidson's  syr- 
inge.    This  should  have  been  disinfected.     Over  the  distal  end 

'The  subject-matter  of  this  paper  had  been  in  my  mind  for  some  weeks,  but  on 
the  very  day  on  which  I  wrote  it,  I  read  a  reprint  of  a  paper  by  Dr.  T.  S.  K.  Morton, 
from  the  Journal  of  the  American  Medical  Association,  January  4,  1890,  in  which 
I  found  that  he  had  already  made  the  suggestion  to  use  insufflation  of  hydrogen  tor 
a  similar  purpose.  I  was  not  aware  until  then  that  it  had  been  suggested  before. 
Filtered  air  seems  to  me,  for  the  reasons  stated,  to  be  much  simpler,  and  therefore 
more  useful,  than  the  method  suggested  by  Dr.  Morton. 


3  6  IV.    JV.  KEEN. 

of  the  syringe  a  moderately  copious  mass  of  absorbent  cotton 
is  tied.  If  the  operator  prefers,  he  can  connect  the  distal  end 
by  a  rubber  tube,  which  has  been  padded  with  absorbent  cot- 
ton, which  may  itself  have  been  made  antiseptic.  The  cotton 
in  either  case  acts  as  a  bar  to  the  entrance  of  germs  as  in  the 
tubes  of  bacteriologists.  Air  is  then  pumped  into  the  bladder. 
Should  no  rupture  have  occurred,  the  rounded,  elastic,  tympa- 
nitic bladder  will  appear  in  the  hypogastrium.  Should  there 
be  a  rupture,  the  air  will  escape  through  the  rent  into  the  gen- 
eral peritoneal  cavity,  and  distend  the  entire  belly.  It  is  per- 
haps even  a  needless  precaution  to  have  the  air  filtered  free 
from  germs  in  carrying  out  this  procedure,  for  should  the  blad- 
der be  ruptured,  laparotomy,  of  course,  would  be  done,  and  the 
unfiltered  air  of  the  room  would  gain  free  access  to  the  perito- 
neal cavity  from  the  abdominal  wound.  If  the  bladder  is  not 
ruptured,  the  air  pumped  in  would,  of  course,  escape  at  once 
by  the  catheter,  and  have  done  no  harm;  but  I  should  decided- 
ly prefer  to  filter  the  air,  and  so  exclude  any  possibility  of  in- 
fection. 

The  great  advantage  filtered  air  would  have  over  hydrogen 
is,  of  course,  the  ease  and  instantaneousness  with  which  it  can 
be  used. 

Addendum. 

A  modification  combining  Dr.  Weir's  method  with  water 
has  occurred  to  me  as  follows:  If  a  quart  or  larger- 
sized  bottle  be  connected  to  the  catheter  by  rubber 
tubing  and  filled  with  filtered  air,  water  could  be  poured  into 
it  by  a  second  tube  and  funnel,  thus  forcing  a  measured  quan- 
tity of  air  into  the  bladder  by  hydraulic  pressure.  Then  sub- 
stituting a  Davidson  syringe  for  the  funnel  and  sucking  the 
water  out,  the  air  would  be  drawn  from  the  bladder  back  into 
the  bottle  and  the  amount  measured.  If  equal  to  that  just  in- 
jected, it  would  be  an  additional  evidence  of  non-rupture  of 
the  bladder.  An  error,  however,  might  arise  from  the  easy 
compressibility  of  the  air. 


FURTHER  REPORT  OF  RESULTS  OBTAINED  IN  A 
CASE  OF  REMOVAL  OF    THE  POSTERIOR 
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SPINALIS  IN    THE  UPPER  DOR- 
SAL   REGION    FOR  PARA- 
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THE  following  remarkable  case  was  published  some- 
what prematurely  in  the  June  number  of  the  Annals 
OF  Surgery  for  1889.  Since  that  time  great  progress  has 
been  made  by  the  patient  and  it  is  now  our  object  to  place  on 
record  his  present  condition. 

In  order  that  this  account  may  be    readily  comprehended  a 
brief  review  of  the  case  will  be  necessary.'     The  patient  was  a 

iRead,  and  patient  presented  at  the  meeting  of  the  American  Neurological   Asso- 
ciation, June  4,  1890,  Philadelphia. 

2For  detailed  history  the  reader  is  referred  to   Annals  of  Surgery,  June,    1889, 
Case  L  C.  K. 
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German,  aet.  55  years,  with  unimportant  family  and  personal 
history.  On  December  25,  1887,  he  was  attacked  with  severe 
pains  in  the  arms  and  shoulders,  burning  and  shooting  in  char- 
acter and  attended  by  pain  on  motion,  but  no  loss  of  power. 
He  described  it  as  rheumatism. 

Three  or  four  days  later,  however,  he  noticed  distinct  weak- 
ness of  the  thighs.  This  weakness  increased  and  spread  rap- 
idly down  the  legs  to  the  feet,  and  upward  over  the  trunk  as 
far  as  the  breast,  and,  in  the  course  of  eight  days,  had  deep- 
ened into  absolute  paralysis  of  the  parts  involved,  including 
both  sphincters.  At  the  same  time  the  paralyzed  parts  be- 
came the  seat  of  profound  anaesthesia.  The  latter  extended 
up  to  the  level  of  the  nipples,  at  which  point  an  intense  girdle 
pain  also  made  its  appearance.  A  bed  sore,  trophic  in  char- 
acter, followed  in  time,  and  added  to  the  patient's  sufferings.. 
All  of  the  reflexes  of  the  legs,  both  deep  and  superficial,  be- 
came exaggerated.  Percussion  of  the  spine  elicited  pain  over 
the  third  and  fourth  vertebrae,  and  to  a  less  extent  over  the 
fifth.  Flexion  and  torsion  of  the  trunk  also  gave  rise  to  pain 
in  this  region,  while  slight  blows  upon  the  head  in  the  direc- 
tion of  the  spinal  axis  gave  rise  to  frightful  exacerbations  of 
the  girdle  pain. 

For  upwards  of  ten  months  this  man's  condition  had  grown 
gradually  worse,  until  the  full  development  of  his  symptoms^ 
as  detailed,  had  been  reached.  His  general  health  had  suf- 
fered severely,  and  certainly  the  prospect  of  recovery  was  any- 
thing but  hopeful.  Internal  therapeutics  had  been  exhausted, 
and,  as,  already  reported,  in  accordance  with  a  consultation  of 
the  neurological  staff  and  Dr.  White  it  was  decided  to  trephine 
the  spine.  The  operation  was  regarded  by  us  as  exploratory 
in  character,  though  the  symptoms  pointed  directly  to  a  local- 
ized affection  of  the  spine,  or  of  its  immediate  contents. 

The  fifth,  tourth,  third,  second  and  first  dorsal  spines  and 
laminae  were  successively  removed,  and  the  exposed  dura, 
which  seemed  unusually  thickened  and  resistant,  was  incised 
and  opened  for  a  distance  corresponding  to  the  length  of  the 
wound.  The  dura  was  found  to  be  very  adherent  to  the  sub- 
jacent pia  mater  by  numerous  fine  bands  of  new  connective 
tissue,  especially  in  the  upper  angle  of  the  wound.    These  ad- 
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hesions  were  separated  with  some  little  difficulty.  The  cord 
was  then  cautiously  explored  with  the  finger,  but  nothing 
further  was  found.  The  subsequent  surgical  progress  of  the 
case  was  all  that  could  be  desired. 

A  few  hours  after  the  operation,  the  effect  of  the  anaesthetic 
having  entirely  passed  off,  the  patient  stated  that  the  girdle 
pain  had  entirely  disappeared;  nor  did  it  at  any  subsequent 
time  return.  On  the  following  day  there  was  distinct  though 
very  slight  return  of  sensation  in  the  feet,  and  this  steadily  in- 
creased day  by  day.  Errors  of  location  as  regards  the  level 
of  the  impression  and  allocheiria  were  present  and  quite  per- 
sistent. On  the  sixth  day  a  barely  discernible  voluntary 
movement  of  the  toes  of  the  right  foot  was  observed.  Little 
by  little  a  return  of  voluntary  motion  obtained,  until  some  two 
months  later  when  he  could  distinctly  move  the  feet  and  the 
muscles  of  the  thighs.  Sensation,  too,  steadily  improved,  al- 
locheiria disappearing  and  few  errors  of  location  being  made. 
In  addition  the  bed  sore  had  promptly  healed  and  some  slight 
control  had  been  regained  over  the  sphincters.  This  was  the 
patient's  condition  up  to  April,  1889,  the  date  of  our  previous 
publication.  The  operation  had  been  performed  October 
17,  1888. 

During  the  months  of  May  and  June  the  gradual  and  grati- 
fying return  of  spinal  functions  continued,  and  by  July  very 
good  control  of  the  urinary  sphincter  had  been  regained.  He 
was  now  capable  also  of  extending  and  flexing  the  legs  and 
thighs  at  will,  and  a  little  later  he  insisted  on  being  raised  to 
the  sitting  posture.  About  this  time  also  his  control  over  the 
bowel  became  more  decided.  His  improvement  continued  un- 
abated until  the  latter  part  of  August  when  he  had  the  temer- 
ity to  attempt  a  few  steps  out  of  bed.  He  was,  however,  re- 
strained in  his  efforts  in  this  direction  for  some  time  longer, 
and  his  ambition  limited  to  sitting  up  in  a  rolling  chair.  In 
getting  in  and  out  of  bed,  however,  he  showed  such  a  decided 
return  of  power  that  limited  efforts  at  walking  were  soon  per- 
mitted. His  progress  now  was  relatively  rapid  and  he  soon 
learned  to  walk  the  entire  length  of  the  ward  with  the  aid  of  a 
cane. 

At  present  he  has  almost  completely  recovered.      He  walks 
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freely  about  the  nervous  wards  and  about  the  immediate  hos- 
pital premises.  He  ascends  stairs  without  much  effort.  He 
dresses  and  undresses  without  assistance  and  has  a  normal 
control  over  the  sphincters.  His  gait  is,  however,  a  trifle 
spastic,  and  there  is  a  very  considerable  dragging  of  the  right 
foot.  The  krfee  jerks  are  still  a  little  abov^e  normal,  and  ankle 
clonus  can  only  at  times  be  elicited.  Cutaneous  sensibility 
seems  to  be  thoroughly  re-established. 

In  Fig.  I,  the  scar  of  the  wound  and  traces  of  the  bed- 
sores are  well  shown.  The  posture  is  quite  good,  and  yet  the 
transverse  folds  in  the  lumbar  region  suggest  a  more  or  less 
marked  lordosis  which,  indeed,  is  more  clearly  revealed  in  the 
lateral  view,  shown  in  Fig.  2.  The  attitude  here  assumed 
is  very  peculiar.  The  patient  is  trying  to  stand  erect,  with 
the  head- and  eyes  somewhat  elevated.  The  shoulders  are 
thrown  far  back,  and  a  great  effort  is  being  made  to  elevate 
the  head.  The  pendulous  belly  suggests,  and  doubtless  cor- 
rectly, that  this  peculiar  position  is  in  part  due  to  a  general 
weakness  of  the  truncal  muscles  still  persisting.  However, 
the  loss  of  the  extensive  bony  insertions  ol  the  various  mus- 
cles involved  in  raising  the  head,  a  loss  entailed  by  the  removal 
of  the  spines  and  laminae  of  so  many  vertebrae,  affords  the  true 
explanation  of  this  attitude.  The  difficulty  in  raising  the  head 
is,  however,  relatively  of  little  consequence.  Certainly  our  pa- 
tient does  not  seem  to  be  decidedly  incommoded  by  it. 

The  site  of  the  wound  is  filled  by  dense  fibrous  tissue,  which 
appears  to  afford  ample  protection  to  the  cord  beneath. 

A  question  of  great  theoretical  as  well  as  practical  interest 
now  presents  itself.  In  looking  back  over  the  case,  we  ask 
ourselves  what  is  the  rationale  of  the  recovery?  What  was  it 
that  the  knife  accomplished  that  resulted  so  happily  to  the  pa- 
tient? Evidently  it  could  not  have  been  the  mere  relief  of 
pressure.  The  cord  lies  loosely  within  the  spinal  canal,  and 
the  dural  thickening  observed  by  us  could  not  hav^e  en- 
croached materially  upon  its  territory.  The  adhesions,  how- 
ever, must  have  played  an  important  part  in  the  production  of 
the  symptoms,  and  the  actual  service  accomplished  by  the 
knife  is  here  very  evident.  That,  however,  the  adhesions  were 
sufficient  of  themselves  to  explain  all  of  the  symptoms  it  would 
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Fig.  I.    Posterior  View  of  Patient, 
Showing  Cicatrices. 


Fig.  2.  Lateral  View  of  Pa- 
tient, Showing  Attitude  and 
Gait. 


be  absurd  to  assume.     Doubtless  the  case  was  one  in  which  a 
more  or  less  diffuse  myelitis    existed,  associated  in   the  upper 
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dorsal  region  with  a  marked  meningitis,  the  latter  involving 
both  membranes.  In  this  way  only  can  we  account,  on  the 
one  hand,  fcr  the  pain  elicited  on  percussive  flexion  and  trans- 
mitted shock,  and,  on  the  other,  for  the  widespread  paralysis 
and  the  trophic  changes. 

Is  it  not  proper,  then,  to  assume  that  the  result  achieved  in 
this  case  is  due,  not  alone  to  the  laying  open  of  the  dura  and 
the  destruction  of  adhesions,  but  also  to  a  reaction  of  nutri- 
tion, the  result  of  the  surgical  trauma?  Certainly  surgery  is 
not  wanting  in  instances  of  such  reaction,  as  witness  the  occa- 
sional recovery  in  tubercular  peritonitis  as  a  consequence  of 
laparotomy.  It  would  seem  as  though  the  local  shock  had 
been  promptly  followed  by  a  corresponding  reaction  in  which 
the  vitality  of  the  tissues  had  been  raised  sufficiently  high  to 
determine  a  return  to  the  normal  state.  Certainly  the  case 
before  us  is  not  only  unique  but  exceedingly  suggestive. 


EDITORIAL   ARTICLES. 


REICH  EL      ON      THE     ETIOLOGY    AND     SURGICAL    TREATMENT 
OF    SEPTIC     PERITONITIS.! 

The  first  part  of  Reichel's  paper  consists  of  a  critical  review  of  for- 
mer experiments  upon  the  production  of  artificial  peritonitis  by  other 
observers,  as  well  as  himself.  He  likewise  refers  to  some  experiences 
in  gynaecological  laparotomy,  and  the  septic  peritonitis  following 
thereon,  and  draws  certain  conclusions  from  these,  as  follows: 

The  absence  of  evidences  of  peritoneal  inflammation  in  those  who 
have  died  after  laparotomy  does  not  necessarily  combat  the  belief  that 
the  cause  of  death  was  due  to  septic  intoxication.  As  corroboration 
of  this  it  is  observed  that  persons  dying  from  illeus  and  with  intestinal 
paralysis  resulting  therefrom,  perish  from  sepsis,  before  the  occurrence 
ot  peritonitis. 

In  experiments  upon  animals  Reichel  found  wide  and  unexplainable 
differences  in  individuals  in  respect  to  the  susceptibiHty  of  the  animal 
itself,  as  well  as  to  the  ability  of  the  peritoneum  to  absorb  septic 
material.  The  important  point  was  developed  by  Reichel  that  some 
animals,  which  in  the  first  instance  successfully  resisted  the  deleterious 
effects  of  the  infectious  material  introduced  by  the  frequent  introduc- 
tion of  these  small  quantities  finally  came  to  resist  the  larger  ones,  and 
thus  an  artificial  immunity  was  estabHshed  against  the  effects  of  septic 
material  upon  the  peritoneum.  Grawitz'  assertion  that  tsecal  matter 
is  not  necessarily  infectious  is  combatted  by  Reichel,  who  found  that 
its  presence  in  the  peritoneal  cavity  was  an  active  source  of  infec- 
tion; this  latter  being  in  harmony  with  everyday  experience.  Grawitz 
likewise  advances  the  belief  that  the  peritoneal   inflammation   is   most 

'^Deutsche  Zeitschrift f.  Chirurgie,  bd.  xxx,  p.  I-84. 
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frequently  due  to  the  removal  of  large  patches  of  peritoneum;  but 
Reichel  in  his  experiments  shows  that  large  portions  thus  removed  do 
not  give  rise  to  peritonitis  necessarily. 

Reichel's  studies  upon  septic  peritonitis  following  laparotomy  are 
based  upon  174  cases  occurring  at  the  Berlin  Gynaecological  Clinic. 
In  general,  as  he  shows,  the  simpler  and  more  uncomphcated  the  op- 
erative procedure  the  more  uninterrupted  the  course  to  recovery,  and 
the  better  the  prognosis.  Abdominal  ascites,  or  the  presence  of  fluid 
which  has  escaped  from  cysts  in  the  peritoneal  cavity,  is  an  unfortunate 
comphcation,  at  least  22%  of  the  fatal  cases  dying  from  sepsis  arising 
from  this  cause.  Explorative  incision  in  those  cases  which  proved  to 
be  malignant  seems  to  have  been  a  not  dangerless  procedure,  20% 
dying  from  infection  following  its  performance.  Peritonitis  arising 
from  twisting  of  the  pedicle  of  an  ovarian  cystoma  does  not  necessarily 
give  rise  to  sepsis  nor  increase  the  danger  thereto,  save  as  it  gives  rise 
to  a  larger  number  of  adhesions  and  increases  thereby  the  amount  of 
wound  surface  exposed  by  the  operation.  The  belief  of  Kiimmel  that, 
even  in  the  most  carefully  conducted  antiseptic  laparotomy,  germs  will 
find  their  entrance  into  the  peritoneal  cavity,  is  supported  by  Reichel. 
The  explanation  of  the  immunity  from  sepsis  which  these  patients  enjoy 
is  to  be  found  in  the  rapidity  with  which  the  effused  peritoneal  fluids, 
with  the  germs,  are  taken  up  by  the  serous  membranes  and  transferred 
to  the  blood  current,  from  which  latter  they  are  readily  eliminated. 
The  most  important  conditions  favoring  the  occurrence  of  septic  peri- 
tonitis are  stated  as  follows  : 

1.  The  occurrence  of  large  quantities  of  fluid  in  the  peritoneal 
cavity  which  it  is  beyond  the  power  of  the  serous  surfaces  to  resorb,  or 
the  constant  renewal  of  the  supply  of  pathogenic  germs  in  the  abdomi- 
nal cavity. 

2.  The  arrest  of  putrefactive  material  in  dead  spaces. 

3.  A  disturbance  of  the  powers  of  resorption  of  the  serous  mem- 
brane as  well  as  an  increase  of  transudation  from  its  surface.  (Ascites, 
carcinoma,  etc.) 

Prophylaxis,  antisepsis  and  asepsis,  in  view  of  the  exceedingly  un- 
favorable prognosis,  must  be  the   main  reliance  in  septic  peritonitis. 
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The  method  of  Mikulicz  of  packing  iodoform  gauze  into  the  peritoneal 
cavity  is  objected  to  by  the  author  on  account  of  the  danger  to  be  ap- 
prehended from  iodoform  poisoning,  as  well  as  those  which  may  arise 
from  removal  of  the  gauze.  The  fear  of  favoring  ventral  hernia  by 
this  method  is  also  considered.  Stress  is  laid  upon  the  necessity  of 
operating  early  following  a  non-septic  peritonitis  should  the  case  re- 
quire laparotomy,  in  order  to  avoid  the  increased  dangers  arising  from 
the  presence  of  extension  and  dense  adhesions. 

Experimental  attempts  to  successfully  treat  septic  peritonitis,  arti- 
ficially produced  in  animals  were  almost  entirely  without  success. 
Irrigation  of  the  peritoneal  cavity  with  sublimate,  chloroborate  of 
soda,  salicylic  acid,  etc.,  were  useless;  the  animals  quickly  perished. 
Laparotomy  performed  after  the  introduction  of  faecal  matter,  for  the 
purpose  of  cleansing  the  peritoneal  cavity,  and  prior  to  the  develop- 
ment of  peritonitis,  resulted  in  the  same  manner.  Irrigation,  according 
to  Reichel,  is  not  only  useless  but,  even  in  healthy  animals,  proved  to 
be  an  injurious  measure.  Somewhat  better  results  were  obtained  by 
sponging  gently  the  peritoneal  surfaces,  after  opening  the  abdominal 
cavity,  with  bunches  ot  gauze,  and  employing  the  gauze  in  drains  of 
Mikulicz.  In  9  experimental  cases  in  dogs,  2  recoveries  were  obtained 
by  this  means. 

The  author  is  extremely  skeptical  concerning  the  value  of  the  so- 
called  surgical  treatment  of  peritonitis.  The  only  conditions  in  which 
it  is  at  all  Hkely  to  be  of  service  is  in  the  empysema-like,  or  encapsu- 
lated septic  peritonitis  arising  from  intestinal  perforation,  in  which  there 
exists  an  early  opportunity  of  cleansing  the  cavity  and  closing  the  perfora- 
tion. These  views  are  in  accord  with  the  experiences  of  surgeons  of 
the  present  day,  particularly  in  gunshot  and  stab  wounds  of  the  peri- 
toneum, in  which  the  tendency  to  early  interference  is  becoming  more 
and  more  marked.  George  R.  Fowler. 


STEINHAUS   ON   THE  ETIOLOGY  OF  ACUTE   SUPPURATIONS. 

It  has  long  been  a  matter  of  absorbing  scientific  interest  to  the 
pathologist  as  well  as  of  practical  importance  to  the  surgeon,  to  in- 
vestigate the  direct  causes  of  every  kind  of  suppuration,  and  the  views 
generally  held  on  this  subject  have  from  time  to  time  undergone  vari- 
ous changes.  Readers  of  the  Annals  will  remember  how,  after  the 
experiments  of  Uskoff,  Orthmann  and  Councilman,  the  theory  that 
there  could  be  suppuration  present  in  the  living  tissues  without  the 
presence  of  micro-organisms  was  very  generally  accepted,  but  that, 
after  other  experimenters  (Scheuerlen,  Klemperer)  had  similarly  re- 
peated these  investigations,  the  general  opinion  was  in  favor  of  ex- 
cluding suppuration  from  any  other  cause  but  from  the  action  of  bac- 
teria.' These  experiments  have  continued  since  that  time,  until  we 
have  at  the  present  date  an  immense  amount  of  material  amassed, 
dealing  only  with  this  subject,  but  giving  in  great  part  the  most  con- 
tradictory evidence,  and  requiring  for  its  review  alone  a  great  expen- 
diture of  time  and  labor. 

Quite  recently  Dr.  Steinhaus,  assistant  at  the  pathological  labora- 
tory of  the  University  of  Warsaw,  has  undertaken  this  task.  But  not 
only  has  he  given  us,  in  the  form  of  a  pamphlet  published  in  Germany"^ 
a  complete  critical  review  of  the  literature  of  the  subject  under  con- 
sideration up  to  date;  he  has  also  taken  the  trouble  of  repeating  all 
the  experiments  hitherto  described  with  a  view  to  confirming  or  dis- 
proving them,  and  has  thus  added  the  results  of  some  300  experiments 
of  his  own  to  his  work.  We  give  a  short  abstract  ot  his  work  in  the 
following  pages. 

To  begin  with,  the  methods  employed  by  the  author  in  his  experi- 

' Annals  of  Surgery,  Vol.  3,  507.  1SS6. 

^Julius  Steinhaus,  Die  /Etiologie  der  Acuten  Eiterungen.  Leipzig.  Veil  und  Comp. 
1889.  New  York,  G.  E.  Stechert. 
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merits  deserve  attention,  since  with  their  approbation  his  results  must 
stand  or  fall. 

The  sterilisation  of  the  substances  injected  beneath  the  skin  ot  ani- 
mals was  done  with  Koch's  apparatus.  For  injecting,  the  syringes 
composed  of  glass  and  metal  were  boiled  for  one  or  two  hours  in  a 
3  or  5  %  carbolic  solution,  and  well  rinsed  out  in  sterilised  water. 
Very  long  needles  were  used,  so  that  none  of  the  injected  fluid  might 
come  into  contact  with  or  in  any  way  influence  the  puncture-wound, 
since  we  know  that  the  injected  focus  is  frequently  contaminated  by 
infections  from  without,  which  may  travel  along  the  puncture-canal. 

Strauss'  method  was  also  used  to  mject  fluids  under  the  skin,  which 
consists  in  first  cauterising  an  area  of  the  skin,  in  order  to  render  it 
aseptic,  then  introducing  the  pointed  end  of  a  thin  glass  tube  into  the 
tissues  through  the  cauterised  area,  breaking  off  the  point  subcutane- 
ously,  expelling  the  Hquid  into  the  tissues,  withdrawing  the  tube,  and 
finally  again  cauterising  the  punctured  wound. 

The  only  drawback  connected  with  this  method  of  Strauss'  is  the 
fact  that  the  cauterisation  so  largely  promotes  absorption  that  fre- 
quently no  reaction  whatever  results. 

The  method  of  Cohnheim  and  Councilman  was  also  used;  in  which 
cases  little  glass  tubes  filled  with  the  various  fluids  were  introduced 
into  the  subcutaneous  tissue  in  the  sacral  region, and  pushed  along  un- 
der the  skin,  to  the  cervical  region,  where  they  were  broken  after  the 
first  wound  had  healed;  care  being  taken  to  move  them  once  again 
just  before  breaking  in  order  to  avoid  any  encapsulations  by  connec- 
tive tissue,  which  might  have  occurred. 

Antiseptic  precautions  were  of  course  taken  throughout,  the  dress- 
ings usually  consisting  of  a  thick  coating  of  iodoformised  collodion. 

Even  after  injection  of  pure  cultures  of  various  micro-organisms 
similar  precautions  were  taken.  Proper  precautions,  which  are  not, 
however,  given  in  detail,  were  also  observed  during  the  post-mortem 
examination. 

The  cultures  were  raised  on  soils  in  accordance  with  Koch's 
methods;  but  the  author  also  frequently  used  the  extract  of  cibil  in- 
stead of  meat  extract  in  their  composition. 
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The  cover-glass  specimens  used  for  examination  of  these  cultures, 
as  well  as  of  the  fluids  of  the  body  investigated,  were  not  prepared  by 
heat:  The  bacteria  and  cells  were  affixed  to  the  cover- glasses  by 
soaking  them  for  an  hour  or  two  in  a  concentrated  aqueous  solution 
of  sublimate.  The  coloring  was  generally  done  with  hsematoxylin  and 
safranin. 

We  turn  now  to  the  consideration  of  the  various  substances  experi- 
mented with  by  this  conscientious  worker. 

Mechanical  injuries  to  the  tissues  never  resulted  iii  suppuration  un- 
less bacteria  were  admitted.  Foreign  bodies  made  sterile,  before  intro- 
duction never  caused  suppuration. 

Of  inorganic  chemical  substances  ivater  was  the  first  experimented 
with;  distilled  and  sterilised  it  never  produced  suppuration  when  in- 
jected beneath  the  skin  of  rabbits,  dogs,  guinea-pigs,  or  cats.  These 
results  corroborate  Orthmann's  statements  and  those  of  Wegner. 
They  are  at  variance  with  those  of  Ushoff,  whose  methods  of  sterilisa- 
tion were  probably  insufficient. 

Chloride  of  Soda  in  ^  %  solution  was  likewise  readily  absorbed 
by  all  four  classes  of  animals,  and  without  suppuration;  which  tallies 
with  the  results  of  Wegner  and  Councilman. 

Chloride  of  zinc  in  2  %  solution  subcutaneously  injected  in  rabbits 
and  cats  produced  necrosis  of  the  fascia,  the  subcutaneous  tissue,  and 
the  deep  layers  of  the  skin,  without  inflammation  or  suppuration. 
These  results  are  compatible  with  those  obtained  by  Rausche  and 
Christmas;  although  in  some  cases  where  the  injection  was  done  more 
superficially  and  where  the  necrotic  portions  became  exposed  to  the 
air,  suppuration  was  observed  by  these  experimenters.  Grawitz  and 
de  Bary,  however,  traced  this  suppuration  to  the  action  of  the  micro- 
organisms contained  in  the  air. 

Sublimate  was  injected  in  2%  solution  and  in  quantities  of 
one  cubic  centimetre  (^xvj.)  and  was  absorbed  without  reaction  in 
dogs,  cats,  rabbits  and  guinea  pigs.  If,  therefore,  injections  of  this 
substance  frequently  causes  abscesses  in  its  clinical  use,  as  in  syphilis, 
this  is  because  infection  takes  place  through  the  puncture-wound. 
Grawitz  and  de  Bary  also  experimented  with  sublimate  and  got  simi- 
lar results. 
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Calomel  injected  subcutaneously  in  rabbits,  cats  and  dogs  produced 
suppuration  without  bacteria,  an  identical  result  with  that  obtained  by 
Chotzen  and  by  Mazza.  This  pus  showed  degenerative  features,  most 
of  the  cells  containing  only  the  nucleus,  round,  oval,  or  oblong  in 
shape,  and  hard  to  stain.    . 

Mercury  introduced  in  small  globules  under  the  skin  of  rabbits  and 
guinea-pigs  becomes  iucapsulated  without  suppuration.  Small  glass 
tubes  containing  mercury  are  blocked  at  the  ends  by  a  mass  of  pus- 
■corpuscles  without  micro-organisms. 

In  dogs  and  cats  a  good  deal  of  pus  was  found  about  the  mercury, 
which  had  oozed  out  of  the  tubes,  but  this  pus  was  free  from  bac- 
teria. 

These  results  are  not  incompatible  with  the  large  number  of  seem- 
ingly opposed  results  in  experiments  already  published  by  Biedel,  Orth- 
mann,  Strauss,  Brewing,  Klemperer,  Zuckermann,  Christmas  and  Ros- 
enbach. 

Only  Riedel  and  Christmas  obtained  suppuration  in  rabbits,  and 
then  by  injecting  the  mercury  into  serous  cavities  and  the  anterior 
chamber  of  the  eye,  respectively. 

Nitrate  of  silver  was  used  in  solution  of  various  strengths.  In  rab- 
bits a  1%  solution  produced  necrosis  below  the  skin,  but  a  5%  solu- 
tion destroyed  the  entire  skin.  In  one  case  only  an  ulcer  formed  after 
the  sloughing  process,  secreting  pus,  which  contained  staphylococci. 
In  dogs  5%  solutions  produced  suppuration  containing  no  micro-or- 
ganisms. 

In  guinea-pigs  2%  solutions  produced  sero-fibrinous  inflammation 
in  which  no  bacteria  could  be  found;  4%  solutions  had  the  same  effect 
as  on  rabbits. 

Cats  showed  extensive  phlegmonous  conditions  and  suppuration 
without  bacteria  both  after  injections  with  \%  and  with  5%  solutions. 
The  pus  contained  a  great  many  cells  with  one  nucleus  which  showed 
much  affinity  to  the  safranin  stain.  Dembczak,  Grawitz  and  de  Bary, 
Brewing,  Christmas,  Nathan  all  made  similar  experiments  which  do  not 
vary  in  their  results  from  the  above,  although  the  authors  differ  in  their 
explanations. 
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Sulphate  of  magmsia  ^\6.  not  produce  suppuration  in  rabbits  and 
guinea-pigs--a  result  identical  with  that  of  Scheuerlgn. 

Ammonia  (liquor  ammonii  caustici)  did  not  cause  suppuration.  Di- 
luted with  4  parts  of  water  as  much  as  ^  a  cubic  centimetre  (i^tviij.) 
was  absorbed  in  rabbits  without  reaction.  In  guinea-pigs,  however, 
even  V5  of  a  cubic  centimetre  (^iij.)  produced  necrosis  of  the  tissues; 
a  similar  result  was  noticed  in  dogs  after  the  injection  of  lit  xvj.,  and 
in  cats  after  Tilviij. 

Zuckermann's  and  Brewing's  results  correspond  with  the  above;  and 
although  Grawitz  and  de  Bary  observed  abscesses  without  bacteria  in 
dogs,  yet  Nathan,  on  repeating  these  experiments,  found  either  ab- 
sorption (after  Tilxvi)  or  necrosis  (after  "\,xxx  to  Ix.)  without  suppura- 
tion—  a  result  corresponding  to  that  of  the  author's. 

Oil  of  turpentine  produced  suppuration  when  injected  into  the  tis- 
sues in  dogs  and  cats,  and  no  micro  organisms  could  be  discovered 
with  the  microscope  or  with  culture  experiments. 

In  guinea  pigs  as  much  as  ti\,  viij.  was  absorbed  without  inflamma.- 
tory  reaction,  and  in  rabbits  either  absorption  or  temporary  inflamma- 
tory oedema  or  sero-fibrinous  inflammation  without  bacteria  was  pro- 
duced according  to  the  quantities  used. 

The  results  obtained  by  Uskoff,  Orthmann,  Klemperer,  Krauzfeld, 
Scheuerlen,  Rujis,  Biondi,  Zuckermann,  Grawitz  and  de  Bary,  Mosso, 
Christmas,  Nathan  are  in  accordance  with  the  above.  As  regards  op- 
posing statements,  we  find  that  Brewing  and  Passetdid  obtain  suppur- 
ation with  turpentine  in  rabbits,  but  it  must  be  remembered  that  they 
allowed  the  glass  tubes  containing  the  oil  to  become  encapsulated  be- 
fore fracturing  them,  and  that,  therefore,  these  conditions  are  not  iden- 
tical. Karlinski  observed  absorption  of  the  oil  in  dogs  without  sup- 
puration, but  he  made  extensive  use  of  the  thermo-cautery,  which  may 
explain  the  more  rapid  absorption  without  reaction. 

Croton  oil,  when  diluted  i  part  in  4  with  olive  oil  and  injected  in 
rabbits  and  guinea-pigs,  produced  necrosis  of  the  skin;  when  intro- 
duced pure,  enclosed  in  glass  tubes,  in  rabbits  and  dogs,  the  tubes 
were  encapsulated  without  suppuration.  Leucocytes  were  present  in 
quantities,  but  none  inside  the  tubes,  having  probably  been  destroyed 
there  bv  the  oil. 
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Strauss,  Klemperer,  Scheuerlen,  Rujis,  Zuckermann,  Grawitz,  de 
Bary,  Christmas,  all  agree  with  the  above  in  their  results,  while  Guss- 
enbauer,  Ogston,  Councilman,  Passet  are  at  variance. 

Atitipyrin  in  50%  sterilized  solution  injected  subcutaneously  in 
quantities  from  ti\,  viij.  to  "\,xvi.  failed  to  produce  inflammatory  reac- 
tion in  rabbits,  cats,  pigs  and  dogs. 

This  result  is  in  direct  contradiction  to  the  experiments  of  Frick. 

Carbolic  acid  injected  as  a  3%  solution  in  doses  of  ^  xvi  did  not 
produce  inflammatory  reaction  in  cats,  rabbits  or  dogs.  Riedel  and 
Gussenbauer  had  arrived  at  different  conclusions. 

Fetroleum  produces  suppuration  without  micro-organisms  in  dogs 
and  cats,  but  merely  sero-fibrinous  inflammation  in  rabbits,  a  result 
which  corresponds  with  the  experiments  of  Klemperer,  Rijis  and 
Christmas,  although  it  does  not  agree  with  the  deductions  then  made 
from  them. 

Suanidin,  a  substance  closely  related  to  urea,  was  inserted  in  a  10% 
aqueous  solution  under  the  skin  of  dogs,  cats  and  rabbits;  encapsula- 
tion ensued  without  suppuration.  This  substance  had  never  before 
been  experimented  with. 

Milk,  sterihzed  and  injected  in  quantities  ranging  up  to  n^xxx,  was 
absorbed  without  reaction  in  rabbits,  cats  and  dogs. 

This  corresponds  with  Orthmann's  experiments— the  contrary  expe- 
rience of  Samuel  and  Uskoff  being  rejected  as  due  to  unreliable  meth- 
ods. 

Pure  cultures  of  staphylococcus  pyogenes  aureus,  after  having  been 
allowed  to  develop  for  sixteen  days  at  24°  C.  were  first  killed  and  then 
subcutaneously  injected  in  dogs  in  quantities  of  ^U-xvj,  and  produced 
abscesses  free  from  bacteria.  In  cats,  twice  the  amount  was  injected 
after  having  been  evaporated  down  to  half  its  volume,  and  also  pro- 
duced abscesses.  In  rabbits  these  quantities  were  rapidly  absorbed. 
Tubes,  however,  filled  with  the  cultures,  produced  small  quantities  of 
pure  pus  without  bacteria,  which  plugged  the  ends  of  the  tubes. 
This  experience  corresponds  with  the  assertions|of  Pasteur,  Scheuerlen, 
Grawitz,  de  Bary,  Karlinski,  Christmas— while  Leber  and  Christmas 
succeeded  in   getting  suppuration  by  extracts  from  the   cultures — the 
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one  a  cr}'stalline  product,  the  other  an  albuminoid.  Microscopically 
the  pus  thus  produced  in  no  way  differed  from  that  caused  by  bac- 
teria. 

Dead  cultures  of  bacillus  prodigiosus  used  in  the  same  manner 
produced  sterile  abscesses  in  dogs  and  cats  and  were  absorbed  in  rab- 
bits; except  when  introduced  in  glass  tubes.  In  this  case  pus  formed 
and  plugged  the  openings. 

Grawitz  andBary  obtained  sinralar  results  when  the  culture  was  made 
on  agar-agar;  but  when  made  on  blood-serum  soils  no  inflammation 
followed.  Wyssokowitsch  also  proved  the  pyogenic  nature  of  the  germ 
for  rabbits. 

Bacillus pyocyaneus,  the  bacillus  of  blue  or  green  pus,  in  mspissated 
and  sterilized  cultures,  produced  abscesses  without  bacteria  in  cats 
after  subcutaneous  injection.  Injections  of  iilxvj  in  dogs,  guinea-pigs 
and  rabbits,  were  absorbed  without  reaction;  but  on  introducing  the 
glass  tubes,  pus  could  be  traced  at  the  ends  of  the  tubes. 

Ledderhose,  repeating  some  experiments  of  Ernst,  had  also  found 
suppuration  without  bacteria,  in  some  cases  where  he  had  used  this 
micro-organism. 

Bacillus  anthracis,  cultivated  in  gelatine  and  sterilized,  was  ab- 
sorbed in  quantities  of  tt\,xvj  in  rabbits  and  cats  without  inflammation 
when  injected  under  the  skin.  Introduced  in  glass  tubes,  however,  it 
caused  pus  to  form  in  small  quantities.  These  results  are  somewhat 
at  variance  with  Wyssokowitsch's  deductions. 

Live  stapyhlococcus  pyogenes  aureus  and  albus  in  suspension  in  salt 
solution  (0,6%)  in  quantities  ranging  from  half  to  one  cubic  centi- 
meter (TTLviii  to  xvi)  produced  no  abscesses  in  rabbits,  but  were  ab- 
sorbed "sv'ithout  infection;  also  when  gelatine-cultures  were  used  which 
had  stood  for  sixteen  days.  Intra-peritoneal  injections  had  similar 
results.  Dogs,  cats  and  guinea-pigs,  however,  were  locally  infected 
by  these  injections,  abscesses  resulting  containing  the  germs.  Mice 
were  not  influenced.  Rabbits  were  not  infected  even  when  a  suspen- 
sion in  grape-sugar  solution  was  used  (contrary  to  Bujvid's  results). 
Grawitz'and  de  Bary  and  Fehllisen  had  shown  before,  that  small  quan- 
tities of  these  micro-organisms  injected  with  proper  precautions  so  as 
to  exclude  infection  from  without,  did  not  always  cause  abscesses. 
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Bacillus  prodi'^iosus,  injected  subcutaneouslyin  gelatine  culture  to 
the  amount  of  ^xiij  produced  abscesses  in  rabbits,  cats  and  dogs;  and 
peritonitis  with  metastatic  abscesses  when  injected  intra-peritoneally  in 
rabbits.  These  results  tally  with  those  of  Grawitz  and  de  Bary  and 
Wyssokowitsch. 

Bacillus  pyocyaneus  always  caused  abscesses  in  dogs  and  cats;  but 
in  rabbits  the  same  amount  (TH.xvj)  of  a  gelatine  culture  produced  only 
sero  fibrinous  inflammation,  while  twice  the  amount  produced  ab- 
scesses. In  guinea-pigs  ^viij  produced  sero-fibrinous  inflammation 
only.     Gruber  and  Ledderhose  obtained  somewhat  similar  results. 

We  see  from  the  foregoing,  that  so  far  as  our  present  knowledge  is 
to  be  relied  upon,  we  are  justified  in  believing  that  suppuration  in  the 
living  tissues  is  the  result  of  some  certain  chemical  action,  which  may 
be  combined  with  the  presence  of  bacteria,  or  may  be  obtained  from 
pure  chemical  substances  without  the  presence  ot  micro-organisms. 
Whether  this  conclusion  is  of  any  great  practical  interest,  or  whether 
the  remarks  of  Weigert  and  Councilman  will  still  exert  their  influence, 
attributing  to  them  a  merely  theoretical  interest,  remains  to  be  seen; 
these  gentlemen  pointed  out,  that  although  m  experiments,  chemical 
substances  may  produce  suppuration,  yet,  clinically,  at  the  bedside, 
all  suppuration  met  with  was  due  to  the  action  of  micro  organisms. 
This  questions  appears  of  special  interest  in  regard  to  cold  abscesses, 
the  pathology  of  which  still  appears  to  be  considered  unsettled  by 
many.  The  great  merit  of  the  work  of  Steinhaus  lies  in  the  fact,  that 
he  demonstrates  that  the  action  of  the  same  micro-organisms  varies 
greatly  in  different  animals;  and  by  this  means  he  is  able  to  unite  a 
great  number  of  apparently  opposite  experimental  results. 

In  conclusion  the  author  gives  the  results  of  his  investigations  of  49 
clinical  cases  of  suppuration — 4  of  chronic  and  45  of  acute  abscesses 
and  phlegmons.  He  comes  to  the  conclusions  that  Rosenbach's 
view  of  the  etiology  of  these  abscesses  is  no  longer  tenable.  This 
writer  beheved  that  the  staphylococcus  produced  phlegmons  more  fre- 
quently, and  the  staphylococcus  abscesses.  But  the  present  author 
found  both  as  causing  either;  the  staphylococcus  in  66,  the  streptococ- 
cus iii--2cr^^"'of"~the-~c^s;  and  both  in  9%.  In  three  of  the  chronic 
j^es  no  micro-organisms  w-ere  found.  W.  W.  Van  Arsdale. 
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OPERATIVE  SURGERY. 


I.  A  Method  for  the  Radical  Cure  of  Hernia.  By  Mr.  J. 
Greig  Smith  (Bristol).  The  author,  from  an  experience  of  30  cases, 
extending  over  a  period  of  six  years,  recommends  the  following 
method: 

An  incision  of  suitable  length,  from  two  to  four  inches  or  more,  is 
made  over  the  neck  of  the  sac,  as  in  ordinary  herniotomy.  It  is,  how- 
ever, carried  higher  up  the  abdomen,  and  at  the  upper  end  may  often 
with  advantage  be  curved  outward  a  little  way.  The  neck  of  the  sac 
is  first  isolated;  this  is  done  first  that  the  position  of  the  spermatic  cord 
and  vessels  may  be  determined  and  avoided  in  all  future  steps.  Where 
it  is  possible  to  do  so,  the  next  step  should  be  to  hook  the  finger 
around  the  neck  of  the  sac,  pull  it  forward,  and  by  a  httle  manipula- 
tion to  turn  the  scrotum  inside  out.  The  whole  hernia  is  now  on  view, 
and  is  carefully  surrounded  with  warm  antiseptic  sponge-cloths.  The 
sac  is  now  isolated  by  dissection  and  tearing  from  above  downward, 
the  cord  being  carefully  freed  and  left  with  a  full  share  of  areolar  tis- 
sue around  it.  If  there  is  doubt  at  any  point  as  to  the  limits  of  the  sac, 
it  should  be  at  once  opened,  and  the  finger  inside  made  to  serve  as  a 
guide.  If  the  hernia  is  reducible,  it  is  returned  when  the  sac  has  been 
isolated;  but  before  twisting  the  sac  an  opening  should  be  made  at  its 
fundus,  through  which  the  finger  is  inserted  to  make  certain  that  the 
hernial  contents  are  completely  returned.  If  the  hernia  is  irreducible, 
the  sac  is  laid  freely  open  upward  and  downward  by  scissors  through 
an  opening  that  has  been  made  at  a  part  where  the  contents  are  not 
adherent.  To  avoid  points  of  adhesion  to  underlying  parts,  the  inci- 
sion may  have  to  be  guided  in  lines  that  are  not  straight.     To  give  ad- 
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ditional  room,  and  to  minimise  the  bleeding  from  adhesions,  it  is  usu- 
ally best  at  once  to  ligature  omentum  at  the  neck  where  it  is  free  from 
adhesions,  divide  it  and  at  once  return  the  stump  with  a  long  catch- 
forceps  temporarily  attached  to  it;  on  the  distal  side  a  forceps  also  is 
placed. 

Then  the  subsequent  steps  of  liberating  adherent  bowel  and  return- 
ing it,  or  of  separating  omentum  from  sac  or  bowel,  or  both,  are  pro- 
ceeded with  as  circumstances  direct.  Some  adhesions  may  be  sponged 
apart;  others  require  tearing  and  forci-pressure;  while  others  demand 
ligation.  The  field  of  operation  should  be  kept  warm  and  isolated 
and  clean  by  frequently  changed  sponge-cloths  or  large  flat  sponges. 

All  bowel  being  returned,  and  all  omentum  having  been  removed 
from  the  interior  of  the  sac,  and  all  bleeding  having  been  checked,  the 
fundus  of  the  sac  is  grasped  by  two  pairs  of  forceps,  which  are  handed 
over  to  an  assistant,  who  holds  them  well  to  the  inside  or  the  outside 
as  the  case  may  be,  and  rotates  them  as  he  is  directed,  thus  twisting 
the  sac.  By  turning  the  sac  to  one  side  or  the  other,  and  pulling 
more  on  one  forceps  than  another,  the  peritoneal  opening  may  be 
closed  at  one  or  other  side  of  the  hernial  opening  as  we  may  desire, 
and  not  opposite  to  the  opening.  The  assistant  having  given  two  or 
three  turns  to  the  sac,  the  forefingers,  behind  (feeling  the  cord)  and  in 
front,  tease  open  the  areolar  tissue  separating  the  neck  of  the  sac  from 
the  inner  parietes  as  high  up  as  may  seem  desirable.  Twisting,  by 
gathering  together  the  walls  of  the  sac,  very  materially  aids  this  pro- 
cess of  separation.  If  the  sac  is  exceptionally  long,  a  piece  of  its  fun- 
dus may  be  cut  away.  If  it  is  very  thin,  it  should  not  be  twisted  very 
tightly,  in  case  vascular  stasis  and  necrosis  result. 

The  twisted  and  fully  isolated  sac  now  lies  in  the  ring,  with  forceps 

attached  to  its  fundus.     Silk  ligatures,  with  needles  at  both  ends,  are 

now  placed,  one  ligature  at  the  fundus,  another  at  or  above  the  neck  of 

the  sac.     The  ligature  at  the  fundus  is  made  to  pass  several  times 

through  both  walls  of  the  sac.     The  ligature,  or  rather  suture,  at  the 

neck  is  made  to  gather  together  a  sufficiency  of  areolar  tissue  on  the 

sac.     There  is  no  strong  objection  to  its  perforating  the  sac;  but  it 

should  not  be  made  to  surround  it,  on  account  of  the  risk  of  slough- 
ing. 
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The  sac  is  now  laid  across  the  opening,  as  nearly  transversely  as 
possible,  and  fixed  by  the  sutures  at  its  extremities  to  the  firm  parietes 
beyond  beneath  which  it  has  been  tucked.  The  aim  is  to  get  the  in- 
ternal orifice  of  the  twisted  sac  opposite  the  strongest  part  of  the  pari- 
etes, and  away  from  the  internal  opening.  As  a  general  rule,  it  is 
best  to  twist  in  a  line  opposite  to  that  of  the  axis  of  the  canal.  But 
no  absolute  rule  is  possible;  each  case  must  be  dealt  with  according  to 
its  peculiarities.  By  means  of  curved  needles,  held  in  a  needle-holder, 
or  by  a  handle  needle  like  that  of  Macewen,  the  sutures  are  passed 
through  the  parietes  und  er  the  retracted  skin.  The  position  of  the 
deep  epigastric  is  first  ascertained  and  avoided.  It  is  usually  best  to 
fix  the  fundus  first;  Supposing  the  fundus  is  placed  to  the  inside, 
the  fore  finger  of  the  left  hand  is  carried  upwards  under  the  conjoined 
tendon,  carefully  separating  the  peritoneum.  The  finger  acting  as  a 
guide,  the  needles  are  made  to  pass  through  the  conjoined  tendon  and 
ap^meurosis  of  the  external  oblique;  or,  if  the  hernial  opening  is  large 
and  the  sac  not  small,  through  the  rectus.  They  are  made  to  take  a 
good  hold  of  the  tissues,  the  sutures  being  at  least  half  an  inch  apart. 
During  this  manoeuvre  the  skin  and  superficial  fasciae  are  drawn  in 
wards.  The  forceps  are  removed  and  the  sutures  pulled  tight,  while 
the  attached  fundus  is  guided  into  position.    The  eutures  are  now  tied. 

The  forefinger  of  the  right  hand  is  now  carried  under  the  peritoneum 
on  the  outer  and  lower  side  of  the  opening,  separating  the  peritoneum 
in  the  same  way,  and  the  sutures  at  the  neck  are  introduced  as  far  out- 
ward and  downward  as  possible.  If  possible,  they  should  be  made  to- 
grasp  Poupart's  Hgament  and  such  fibres  of  the  internal  obHque  and 
transversalis  as  may  be  within  reach.  When  these  sutures  are  tied, 
the  sac  is  drawn  completely  inside  the  canal  and  lies  obHquely  across 
it.  It  fortunately  happens  that  a  large  hernial  opening  is  usually  associ- 
ated with  a  large  sac,  so  that  the  available  tissues  are  provided  in  nec- 
essary quantity.  The  dimensions  of  the  sac  must,  however,  be  taken 
into  account  in  fixing  on  the  points  for  placing  the  sutures. 

In  small  or  even  in  moderately  sized  herniae  it  is  not  necessary  to 
place  a  fixation  thread  at  the  neck  if  the  twisting  is  made  to  begin  well 
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to  the  inner  side  of  the  internal  opening.  This  thread  may  be  omitted 
also  if  the  sac  is  very  thick  and  the  areolar  tissue  dense. 

The  inguinal  canal  is  now  closed.  Macewen's  method  of  closing  the 
internal  ring  is  recommended.  But  in  very  large  herniae,  in  which  the 
edges  of  the  opening  are  surrounded  by  thick  areolar — almost  cicatri- 
cial— tissue,  it  may  be  impossible  without  dissection  to  isolate  the  con- 
joined tendon  or  the  fibres  of  the  internal  oblique  and  transversalis. 
This  dissection  may  be  done  and  the  layers  caught;  but  it  will  usually 
be  found  sufificient  to  push  the  points  of  the  needles  obliquely  upward 
through  the  internal  pillar,  taking  in  as  much  of  the  deep  muscular 
la)ers  as  possible.  On  the  under  aspect  of  the  opening  the  needles 
are  passed,  where  possible,  under  Poupart's  ligament,  which  is  raised 
forward  out  of  danger  by  the  forefinger.  The  cord  meanwhile  will 
have  been  observed  to  be  out  of  danger.  Three,  four  or  five  sutures, 
according  to  the  size  of  the  opening,  will  be  sufificient  to  close  it.  The 
fibres  of  the  external  aponeurosis  will  be  crowded  together  and  adhe- 
rent. If  it  is  difficult  to  close  the  opening,  a  few  incisions  made  along 
the  fibres  will  free  them;  and  when  the  sutures  are  pulled  tight,  the 
opening  is  easily  closed  and  their  parallelism  restored. 

In  congenital  hernia  certain  variations  in  procedure  are  essential. 
The  sac  is  completely  divided  just  above  the  testicle,  leaving  enough 
tissue  to  form  a  tunic  proper  to  the  gland.  A  few  sutures  may  serve 
to  fix  this  tunic  in  proper  position.  If,  as  is  not  uncommon  in  these 
cases,  the  cord  is  firmly  adherent  to  the  sac,  or  Hes  in  a  special  sulcus, 
then  it  is  best  to  cut  the  sac  completely  away  from  the  cord,  leaving  a 
long  strip  of  sac  attached  to  it.  Division  is  carried  well  inside,  and  the 
sac  may  be  twisted  and  otherwise  dealt  with  as  if  it  were  entire.  In 
some  congenital  herniae  there  is  a  small  neck,  and  perhaps  a  large  mass 
of  omentum  in  the  sac.  In  three  of  these  Smith  cut  the  sac  into  two 
long  flaps  or  aprons,  and  fixed  the  extremity  of  each  flap  on  opposite 
sides  of  the  hernial  opening  without  twisting.  The  result  was  equally 
good. 

The  cutaneous  wound  is  closed  over  a  drainage-tube  carried  to  the 
bottom  of  the  wound  on  the  abdominal  aspect.  Pressure  over  the  ring 
induces  oedema^of  the  scrotum;  a  simple  absorbent,  fixed  with  strapping, 
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is  sufficient.     The  scrotum  rests  elevated  on  a  pillow  of  wool  laid  over 
a  broad  piece  of  strapping  fixed  to  the  top  of  the  thighs. 

At  the  end  of  three  weeks  or  thereabouts  the  patient  is  permitted  to 
get  up  and  walk  about.     The  wearing  of  a  truss  is  detrimental. 

In  femoral  hernia  the  same  method  may  be  used  of  placing  the 
twisted  sac  across  the  opening — only  that  no  attempt  is  made  to  close 
the  opening  and  the  neck  is  not  fixed.  One  side  of  the  sac  is  pulled 
well  down,  and  torsion  made  in  the  opposite  direction.  The  fundus 
of  the  sac  is  attached  either  on  the  outside  above  Poupart's  ligament, 
or  directly  above  the  ring,  or  to  the  inside.  The  proceeding  is  ex 
tremely  simple,  there  being  no  cord  to  consider,  the  opening  always 
being  small  (except  in  some  cases  that  have  been  operated  upon  for 
strangulation),  and  the  sac  in  the  majority  of  cases  easily  isolated. 

In  umbilical  hernia  the  whole  sac  should  be  removed,  with  all  super- 
fluous cutaneous  and  fatty  tissues,  and  the  wound  be  brought  together 
exactly  as  in  an  ordinary  abdominal  section. — Bristol  Medico-Chir- 
urgical  Journal^  March,  1890. 

II.  Billroth's  Operative  Methods  in  Fissures  of  the  Soft 
and  Hard  Palate.  By  Dr.  F.  Salzer  (Vienna).  Young  children 
are  rarely  operated  upon;  by  preference  the  operation  is  limited  to  in- 
dividuals who  have  passed  their  14th  year.  The  incision  through  the 
muscles  of  the  palate  to  remove  tension,  introduced  by  Ferguson,  is 
omitted,  and  instead  of  it  the  median  plate  of  the  pterygoid  process  is 
severed  subcutaneously  at  the  base  of  the  hamular  process,  so  that 
through  temporary  dislocation  of  the  point  of  insertion,  that  is  to  say, 
of  the  point  of  fixation  of  the  musculature,  the  continuity  of  the  latter 
being  thus  preserved,  the  tension  of  the  soft  palate  is  removed. 
This  simplification  of  the  technique  has  now  been  successfully  em- 
ployed in  15  cases. 

The  child,  with  its  head  hanging  backward,  and  the  trunk  elevated, 
is  narcotized  by  a  mixture  of  chloroform,  alcohol  and  ether  (10:3:3). 
By  means  of  Junker's  apparatus  the  chloroform  vapors  are  blown  di- 
rectly into  the  pharynx  through  the  mouth  or  nose;  through  a  metal 
tube  bent  at  an  acute  angle.       A  Smith  speculum  (modified  and  com 
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pleted  by  Billroth)  is  then  introduced   into   the   mouth  of  the  child. 

The  operation  begins  with  the  freshening  of  the  edges  of  the  defect 
of  the  hard  and  soft  palate.  Haemorrhage  in  this  step  of  the  operation, 
as  well  as  in  all  the  following,  is  controlled  by  temporary  compression 
with  gauze  tampons. 

After  the  lateral  incisions  on  the  outer  side  of  the  hard  palate  along 
the  alveoli,  beginning  at  the  second  incisor  or  first  bicuspid  tooth,  and 
extending  to  the  posterior  border  of  the  alveolar  process,  have  been 
made,  a  chisel  is  inserted  into  the  posterior  angle  of  this  incision 
against  the  pterygoid  process,  and  by  a  few  blows  in  a  backward  and 
upward  direction,  the  median  plate  of  the  pterygoid  process  of  the 
sphenoid  bone  is  split  off.  Through  prying  motions  with  the  chisel  or 
the  elevator  (which  is  safer)  it  is  made  possible  to  displace  this  bone  so 
far  inward,  so  that  the  median  edges  of  the  wound  of  the  soft  palate 
may  be  brought  into  apposition. 

The  separation  of  the  bridging  flaps  of  the  muco-periosteal  covering 
of  the  hard  palate  is  performed  according  to  von  Langenbeck's 
method.  In  order  to  adjust  the  wound-edges  to  each  other  at  the  bor- 
der of  the  hard  and  soft  palate,  it  was  sometimes  necessary  to  divide 
the  nasal  mucous  membrane  at  the  posterior  edge  of  the  floor  of  the 
mouth  with  Langenbeck's  button  tipped  scalpel. 

The  sutures  are  inserted  in  the  following  way:  Two,  at  the  most 
three,  auxiliary  sutures,  viz.,  quilt-sutures,  of  the  soft  and  hard  palate, 
are  introduced,  thus  bringing  the  median  edges  of  the  wound  squarely 
up  together  and  preventing  any  tension  of  the  few  button  sutures,  af- 
terward to  be  applied.  The  sutures  are  inserted  by  means  of  simple 
straight,  arcuate  or  obtusely  curved,  two-edged  needles,  pierced  at  the 
point  by  an  eye,  and  partly  drawn  through  by  Ferguson's  loop 
method. 

After  the  sutures  have  been  tied  carefully,  the  cavities  of  the  nose 
and  mouth  are  well  irrigated  with  a  3%  solution  of  salicylic  acid. 
Finally,  the  lateral  wound-fissures  and  wound-cavities  are  firmly 
packed  each  with  a  small  strip  of  iodoform-gauze.  This  tamponade 
unites  the  advantages  of  being  antiseptic  and  styptic,  and  is  of  quite 
an  eminent  importance  for  the  immobilization  and  adaption    of  the 
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parts  of  the  palate  which  have  become  movable,  and  it  also  greatly 
contributes  to  reheve  the  tension  of  the  sutures.  Therefore  this  tam- 
ponade should  remain  in  situ  as  long  as  possible  (about  lo  days). — 
Centralbl.f.  Chirurgie,  No.  13.  1890. 

Albert   Pick  (Boston). 

HEAD  AND    NECK. 

I.  A  Case  of  Revolver-Shot  ^Vound  of  the  Brain  (Left 
Optic  Centre).  By  Prof.  V.  A.  Ratimoff  (St.  Petersburg,  Russia). 
The  writer's  case  presents  a  considerable  interest  in  both  diagnostic 
and  physiological  regards.  A  healthy  student,  aet.  22  years,  accident- 
ally shot  himself,  into  his  head,  from  a  revolver  (the  bullet  8  mm.  in 
diameter),  the  injury  causing  a  complete  blindness,  but  no  loss  of  con- 
sciousness. On  examination  3  hours  later,  the  author  found  a  pene- 
trating wound  of  the  right  parietal  bone,  situated  8  cm.  above,  and  3 
cm.  behind,  the  auditory  meatus.  The  pupils  and  all  movements  of 
the  eyeballs,  as  well  as  the  ocular  fundus,  proved  to  be  quite  normal. 
The  patient  complained  only  of  being  totally  bhnd;  in  fact  there  was 
nothing  wrong  beyond  the  loss  of  sight  and  facial  pallor.  On  the  third 
day  the  cranial  wound  was  exposed,  enlarged  and  explored;  some  de- 
pressed fragments  and  a  mass  of  blood  clots  and  crushed  brain  sub  • 
stance  were  removed,  and  a  probe  passed  into  the  bullet  track  4  or  5 
cm.  downward,  but  no  bullet  could  be  discovered.  The  wound 
was  thoroughly  cleansed,  powdered  with  iodoform,  supplied  with  a 
drainage  tube,  the  cutaneous  flaps  closed  with  sutures,  and  an  antisep- 
tic dressing  applied.  On  the  next  day  the  patient's  sight  strikingly  im- 
proved; on  the  eighth,  he  could  read  any  types,  but  there  remained 
hemianopsia  affecting  the  left  half  of  the  vision  field  on  both  sides. 
The  patient  survived  6  months.  During  the  last  2^  months  of  his  life 
his  sight  gradually  deteriorated,  while  there  supervened  excruciating 
headache,  alternating  with  sopor,  and  contractions  of  the  right  ex- 
tremities. The  necropsy  revealed  two  abscesses  situated  in  the  occi- 
pital lobes  posteriorly,  the  left  cavity  containing  the  bullet  lying  free  in 
];us.     It  was  found  that  the  bullet,  on  its  way  to  the  left  occipital  lobe, 
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had  pierced  the  right  hemisphere  and  longitudinal  sinus,  causing  a  pro- 
fuse extravasation.  Discussing  the  case,  Dr.  Ratimoff  points  out  that, 
I,  it  gives  an  unequivocal  support  to  Munck's  well  known  teaching, 
according  to  which  the  occipital  lobes  contain  each  a  cortical  optic 
centre;  2,  the  hemianopsia  observed  in  the  patient  was  caused  by  a 
destructive  lesion  of  Munck's  left  optic  centre;  3,  a  primary  both-sided 
blindness  was  caused  by  the  disintegration  of  the  left  centre,  and  by 
the  compression  of  the  right  one  by  blood-clots;  4,  a  secondary  loss  of 
sight  resulted  from  the  development  of  the  abscesses. — Bolnitchnaia 
Gazeta  Botkina,  Nos.  i  and  2,  1890,  p.   26. 

Valerius  Idei.son  (Berne). 

II.  Operations  for  Septic  Thrombosis  of  the  Lateral 
Sinus  Consecutive  to  Aural  Disease.  Mr.  Ballance  (Lon- 
don).— Four  cases  reported  in  which  the  supervention  of  cerebral 
symptoms  as  a  sequel  to  a  long-standing  purulent  discharge  from  the 
ear  was  held  to  justify  the  inference  of  thrombosis  of  the  lateral  sinus, 
for  which  an  operation  was  in  each  case  undertaken,  in  two  of  the  four 
with  complete  success.  The  first  case  was  that  of  a  man,  aet.  21,  who 
had  had  a  discharge  from  the  ear  for  1 5  years,  and  this  had  ceased 
suddenly  some  days  before  his  admission  to  the  hospital  in  May,  1889. 
There  was  pain  in  the  ear,  headache,  giddiness,  and,  later  on,  shiver- 
ing and  vomiting.  There  was  no  tenderness  or  swelling  over  the  mas- 
toid, and  no  optic  neuritis.  In  fact  the  general  aspect  of  the  case  was 
that  of  typhoid  fever,  and  nothing  but  the  marked  and  rapid  oscilla- 
tions of  the  temperature  saved  them  from  that  diagnosis.  They  de- 
cided to  trephine,  and  deep  down  the  bone  was  found  to  be  green  and 
offensive.  The  groove  of  the  lateral  sinus  was  filled  with  stinking  pus, 
which  was  also  traced  along  the  posterior  aspect  of  the  petrous  por- 
tion of  the  temporal  bone.  He  removed  all  the  diseased  bone  he  could 
get  at,  and  then  tied  the  internal  jugular  vein  in  the  neck,  dividing  it 
between  two  Hgatures.  The  effect  on  the  condition  of  the  patient  was 
marked  and  immediate,  and  36  hours  afterwards  he  was  bright  and 
■cheerful.  The  pulse  and  the  temperature  were  normal.  In  the  fol- 
lowing days  he  had  symptoms  of  pulmonary  infarct,    and   pain  in  the 
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ankle-joint  and  foot.  A  week  later  he  had  a  large  abscess  m  the  but- 
tock. At  that  time  something  projected  from  the  wound  in  the  mas- 
toid region,  which,  on  being  withdrawn,  proved  to  be  one  inch  and  a 
half  of  the  walls  of  the  lateral  sinus  that  had  sloughed  away.  In  or- 
der to  cut  short  any  further  septic  compHcations,  Mr.  Ballance  injected 
some  mercurial  solution  with  a  syringe  into  the  distal  end  of  the  di- 
vided jugular  vein,  and  thoroughly  washed  out  the  vein  between  that 
point  and  the  lateral  sinus.  A  quantity  of  pus  escaped  from  the  vein 
when  reopened.  The  patient  ultimately  did  very  well,  and  recovery 
was  complete  by  August.  (The  patient  attended  and  was  examined 
by  the  Fellows).  The  second  case  was  in  a  lad,  aet.  i8  years,  ad- 
•mitted  into  the  West  London  Hospital  in  August  last,  with  the  usual 
symptoms  of  headache  and  vomiting,  going  on  to  deHrium,  etc.  There 
was  a  history  of  aural  discharge  since  infancy.  On  admission  he  was 
dull,  the  temperature  was  104°  F.,  the  tongue  brown  and  dry,  and 
there  was  swelling  and  tenderness  over  the  mastoid,  with  optic  neuri- 
tis. The  same  operation  was  performed,  comprising  the  ligature  of 
the  internal  jugular  vein,  and  the  same  pathological  changes  were 
found.  Death  took  place  a  day  or  two  later  from  general  pulmonary 
infarction,  showing  that  the  operation  had  been  undertaken  too  late. 
The  brain  and  membranes  showed  nothing  wrong.  The  third  case 
was  that  of  a  girl  of  14,  who  had  had  a  discharge  from  the  right  ear 
for  two  years.  The  external  meatus  was  found  to  be  blocked  by  a 
polypus.  There  was  shivering,  and  there  had  been  vomiting  and  de- 
lirium, but  no  cedema  over  the  mastoid  nor  optic  neuritis.  Some 
slight  albuminuria.  Temperature  100°  to  105°  F.  The  same  opera- 
tion was  performed,  but  after  ligaturing  the  internal  jugular  vein  it  was 
found  to  include  the  clot,  and  an  incision  was  therefore  made  lower 
down  and  another  Hgature  appHed.  He  then  syringed  through  the 
vein  into  the  lateral  sinus,  as  before.  The  patient  seemed  to  promise 
well,  but  succumbed  unexpectedly  to  an  attack  of  laryngeal  spasm, 
due  to  the  formation  of  a  small  abscess  in  the  larynx.  The  fourth 
case  was  operated  upon  as  recently  as  March  6,  of  this  year,  the  pa- 
tient being  a  woman  set.  24  years.  The  symptoms  and  treatment  were 
substantially  the  same,  and  in  spite  of  slight  pulmonary  and  gastroin- 
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testinal  signs  of  infarction  she  was  at  present  practically  well.  The 
author  insisted  upon  the  difficulty  of  estabhshing  an  early  diagnosis, 
especially  in  the  absence  of  a  history  of  otorrhcca,  and  upon  the  in- 
utility of  operative  interference  which  did  not  comprise  ligature  of  the 
internal  jugular  vein.  The  principal  points  which  were  to  be  relied 
upon  to  estabhsh  the  diagnosis  were  (i)  a  history  of  a  discharge  from 
the  ear;  (2)  the  sudden  onset  of  the  disease;  (3)  the  extreme  and  rapid 
oscillation  in  the  temperature;  (4)  the  repetition  of  rigors  and  vomit- 
ing' (5)  optic  neuritis  and  other  cerebral  symptoms;  and  (6)  ten- 
derness and  swelling  in  the  mastoid  region,  with  stiffness  of  the  neck. 
— Brit.  Med.  Jour  ^  April  5,  1890. 

III.  Cystopneumatic  Degeneration  of  the  Middle  Tur- 
binated Bone.  By  Dr.  E.  Schmiegelow  (Copenhagen).  The 
writer  communicated  to  the  Copenhagen  Medical  Society  four  cases 
of  this  disease.  This  consists  of  a  bladder-hke  swelling  of  the  anterior 
end  of  the  middle  turbinated  bone,  which  then  is  transformed  into  a 
cavity  holding  air  and  opening  into  the  meatus  medius  by  means  of  one 
or  more  openings. 

All  the  four  cases  were  those  of  children  resembhng  one  reported  by 
Glasmacher  and  four  by  Max  Schaffer,  which  also  were  those  of  chil- 
dren. All  the  four  cases  suffered  from  attacks  of  headache,  which  were 
terriffic  in  their  intensity,  and  rendered  the  patients  unfit  for  work  tem- 
porarily, made  them  keep  abed,  and  even  in  one  patient  caused  vom- 
iting. The  mucous  membrane  which  covered  the  bony  cyst  was  in  all 
polypously  degenerated.  The  bony  structures  were  quite  distorted  as 
a  consequence  of  the  pressure  of  the  bony  cyst,  but  the  outer  bones  of 
the  face  were  unchanged.  The  size  of  the  cysts  varied  from  that  of  a 
bean  to  that  of  a  walnut,  and  in  the  largest  measured  i4-inches  in 
length,  in  breadth  f-inch,  and  in  height  i  inch.  The  cysts  were  re- 
moved by  means  of  the  pincet,  the  forceps,  or  the  loop.  The  cavity 
of  the  cyst  was  lined  with  a  large  ciliated  cylindrical  epitheHum,  but 
the  mucous  membrane  lacked  glands.  After  removal  of  the  cyst  the 
headache  and  other  symptoms  disappeared. — Hospitals- Tidende,  De- 
cember 25,  1889. 
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IV.  Colossal  Nasal  Polypus.  By  Dr.  E.  Schmiegelow  (Copen 
hagen).  Dr.  E.  Schmiegelow  demonstrated  at  the  meeting  of  the  Co- 
penhagen Medical  Society  of  Oct.  29,  1889,  an  unusually  large  nasal 
polypus.  Its  structure  was  that  of  the  usual  serous  fibromata  or  mu 
cous  polypi.  It  was  5  inches  in  length,  and  extended  from  the  right 
nostril  through  the  entire  length  of  the  nasal  cavity  back  to  the  naso 
pharyngeal  space  from  where  it  sent  down  a  prolongation  which  extend- 
ed below  the  free  edge  of  the  velum  palati.  This  caused  continual  move- 
ments of  swallowing.  The  patient,  a  workingman,  set.  40  years,  had 
only  been  troubled  by  the  presence  of  the  tumor  some  14  days,  when 
it  began  to  bother  him  in  his  pharynx;  otherwise  it  caused  no  other 
phenomena  except  to  occlude  completely  the  right  nasal  cavity.  The 
polypus  was  removed  through  the  naso -pharyngeal  space  by  introduc- 
ing a  loop  through  the  mouth  and  up  back  of  the  palate  as  high  up  as 
possible  around  the  tumor,  which  was  then  extracted  with  ease.  The 
place  of  attachment  was  found  to  be  the  posterior  end  of  the  right  tur- 
binated bone. 

In  the  discussion  Dr.  Lange  says  he  thinks  he  has  seen  a  very  great  in- 
clination in  posterior  nasal  polypi  to  recur  after  removal,  which  removal  is 
best  done  with  a  hook.  Dr. Schmiegelow  most  easily  removes  such  polypi 
by  means  of  the  piano  string  loop,  but  if  that  failed  he  would  try  the 
hook.  The  case  described  was  operated  upon  through  the  mouth,  as 
it  was  at  first  thought  to  be,  on  account  of  its  hanging  so  far  down,  a 
pharyngeal  polypus;  indeed,  it  was  so  large  as  to  be  removable  with 
difficulty  through  here.  Dr.  Laub,  head  physician  of  the  General 
Hospital,  mentioned  a  case  (a  woman)  seen  at  the  hospital,  where 
mucous  polypi  were  removed  several  times,  but  as  she  returned  again 
and  again  with  the  same  symptoms,  the  whole  left  nostril  was  found  to 
be  filled  with  a  firm  mass,  which,  removed  with  the  forceps,  showed 
itself  to  be  a  cyst.  The  haemorrhage-  was  quite  considerable. — Def 
Medicinske  Selskob  i  Kjo! enhavn — Hospitals  Tidende,  Dec.  25,  1889. 

F.  H.  Pritchard  (Boston). 

CHEST  AND  ABDOMEN. 

1.     Pathogenesis  of  Certain  Abscesses  of  the  Breast,     By 
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Dr  Budin  (Paris).  The  author  contributes  some  clinical  observations 
ui)on  the  mooted  question  as  to  whether  mastitis  occurs  through  the 
lymph  vessels  from  fissures  of  the  nipple,  or  from  direct  emigration  of 
the  inflammatory  agents  through  the  milk  channels.  He  has  positive- 
ly demonstrated  in  a  series  of  cases  that  in  the  beginning  of  the  in 
flammatory  process  the  cells  could  be  forced,  through  pressure,  from 
the  milk  ducts;  these  were  shown,  both  by  microscopical  examination, 
as  well  as  by  culture  tests,  to  contain  germs  in  large  quantity. 

These  facts  were  the  basis  of  a  therapeutic  measure,  which  was  em- 
ployed in  8  cases  of  acute  mastitis  as  soon  as  the  i)resence  of  pus  in 
the  milk  ducts  was  ascertained,  these  latter  were  once  daily  emptied 
by  pressure,  and  in  the  course  of  2  to  3  days  complete  cure  took 
place. 

Sprengal,  of  Dresden,  in  commenting  upon  these  observations  of 
Budin  {Centbl.  f.  Chirurgie,  No,  9,  1890),  suggests  that,  granting  that 
these  are  borne  out  by  further  experience,  all  children  suffering  from 
suppurative  processes  should  not  be  allowed  to  suckle  from  the 
mother.  Vice  versa,  Budin  believes  that  the  child  itself  may  become 
infec  ed  from  nursing  a  breast  the  site  of  a  mastitis,  and  is  disposed  to 
trace  certain  cases  of  furuncle  in  small  children  to  such  an  origin. — 
Bull,  del  Acad,  de  Med.,  No.  15,  1889. 

George  R.  Fowler  (Brooklyn). 

II.     Case  of  Penetrating  W^ound  of  the  Abdomen.    By  Dr. 

Joseph  V.  Bertenson  (St.  Petersburg,  Russia).  A  workingman,  while 
suffering  from  an  attack  of  delirium  tremens,  stabbed  himself  with  a 
knife  into  the  neck  (without  wounding  the  carotid)  and  abdomen,  and 
was  brought  to  the  hospital  unconscious  and  pulseless,  with  several 
intestinal  coils  protruding  from  the  abdominal  wound  and  covered  with 
hay,  straw,  and  all  possible  dirt  and  mud.  After  a  hypodermic  injec- 
tion of  camphor,  the  peritoneal  cavity  was  thoroughly  washed  out  with 
an  antiseptic  lotion,  the  bowels  reduced  into  the  abdomen,  and  bodi 
of  the  wounds  closed  with  sutures.  Four  weeks  later  the  man  was  up 
and  about,  in  the  best  of  health.  "Nowadays,"  the  author  adds,  "sim- 
ilar cases  may  place  a  forensic  expert  in  a  rather  difficult  position  with 


^  INDEX  OF  SURGICAL  PROGRESS. 

regard  to  determining  the  degree  of  dangerousness  of  a  traumatic  le- 
sion, antiseptics  having  considerably  changed  our  views  on  the  sub- 
ject." [Dr.  Praxin,  of  St.  Petersburg,  also  relates  a  case  of  penetrating 
wound  of  the  abdomen  with  protrusion  of  intestinal  mass.  The  latter 
was  for  some  time  lying  in  dirt  and  dust.  A  peasant  woman  washed 
out  the  bowels  with  ordinary  water  and  returned  them  into  the  abdom- 
inal cavity.  The  patient  made  a  good  recovery. — Reporter. '\ — Tran 
suctions  of  the  Pirogovian  Russian  Chirurgical  Society,  1890,  voL 
vii.,  p.  12. 

Valerius  Idelson  (Berne). 

III.  A  Contribution  to  Laparotomy  for  Abdominal  In- 
juries. By  P.  PosTEMSKi.  The  cases  reported  by  the  writer  are  di- 
vided into  two  series. 

The  first  series,  four  in  number,  considered  by  the  writer,  consisted 
respectively  of  rupture  of  the  spleen  with  the  skin  intact,  rupture  of  the 
intestines  with  also  an  intact  skin,  an  abdominal  wound  with  seven  in- 
testinal wounds,  and  an  abdominal  wound  with  prolapse  of  the  mtestine 
and  incipient  peritonitis.  In  all  cases  laparotomy  was  performed. 
Only  one  case,  the  latter,  recovered;  the  first  one  perished  from  haem- 
orrhage and  both  the  others  from  septic  peritonitis. 

The  second  series  included  eighteen  cases,  among  which  were  fifteen 
where  traumatic  causes  were  the  indications  for  the  laparotomy.  The 
cases  in  question  here  were  six  simple  penetrating  wounds  of  the  ab- 
dominal walls,  four  with  protrusion  of  the  omentum,  four  with  multiple 
wounds  of  the  intestines,  and  one  with  injury  of  the  liver.  The  first 
ten  healed  by  first  intention.  They  came  under  treatment  one  to  three 
hours  after  the  accident.  The  case  of  mjury  of  the  liver  with  very 
great  haemorrhage  into  the  abdomen  recovered.  It  came  under  treat- 
ment almost  immediately  after  receiving  the  injury.  A  case  with  thir 
teen  wounds  of  the  small  intestine  also  recovered  in  the  same  manner. 
Another,  of  the  mesentery,  with  prolapse  of  a  large  portion  of  the  in- 
testine and  omentum  as  hernia  proper  itonealis  from  separation  of 
the  peritoneum.  It  came  under  treatment  one  hour  after  the  accident. 
A  stercoral  fistula  remaining  after  the  operation  healed  spontaneously. 
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Three  cases  of  simple  intestinal  injury  resulted  fatally;  two  from  an- 
semia  and  only  one  from  diffuse  peritonitis.  The  injury  of  the  intes- 
tines in  the  last  case  only  implicated  the  serous  and  muscular  coats. 
The  intestinal  sutures  in  both  the  other  cases  had  holden  well.  All 
three  came  from  ^^  to  i^/2-hours  after  the  injury  into  the  hands  of  the 
operator. — Bull,  della  reale  accademia  med.  de  Roma,  Session  of  Feb. 
24,  1889. 

IV.  On  the  Surgical  Treatment  of  Long  Lasting  Abdom- 
inal Colics.  By  Dr.  Lauenstein  (Hamburg).  The  writer  found  upon 
operating  upon  a  single  lady,  aet.  63  years,  who  for  one  year  had  suf- 
fered from  abdominal  disturbances  with  obstinate  constipation,  the 
transverse  colon  near  the  splenic  flexure  compressed  by  an  omental 
band  of  the  breadth  of  two  fingers.  This  band  was  ligated  in  two 
places  with  silk  ligatures.  Recovery  followed. — The  cause  of  the 
formation  of  this  constricting  band  is  unknown. — Fortschritte  der  Med- 
ic in,  5,  1 8 90. 

V.  A  Case  of  Perigastric,  Sacculated,  Suppurative  Exu- 
date After  Acute  Phosphorus  Poisoning.  By  Axel  Haggq- 
VIST.  A  servant  girl,  aet.  25  years,  who  being  pregnant  already  three 
months  and  trying  to  produce  an  abortion  swallowed  the  heads  of 
some  phosphorous  matches.  After  the  abortion  had  occurred,  there 
developed  with  grave  disturbances  of  the  general  condition,  chills, 
continuous  and  remitting  fever-movements,  violent  pains  in  the  gastric 
and  hepatic  regions,  much  albumen  in  the  urine.  There  was  an  ab- 
scess in  the  abdomen  which  caused  the  abdominal  walls  of  the  epigas- 
trium to  bulge  outwards,  which  was  opened  in  the  median  line  and 
drained.  It  contained  i^  liters  of  a  yellowish  green  putrid  and  blood 
mixed  pus.  The  exploring  finger  introduced  through  the  opening 
could  be  placed  behind  the  spinal  column  and  slightly  upwards  and 
there  found  what  was  thought  to  be  the  stomach  compressed  into  a 
a  small  space;  the  diaphragm  could  be  felt  above  the  spleen,  and  on 
the  right  above  the  left  lobe  of  the  liver.  The  cavity,  which  after 
evacuation  diminished  rapidly  in  size,  was  crossed  by  finer  and  larger 
fibers. 
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The  patient  recovered  entirely.  The  origin  of  the  abscess  may  be 
explained  in  two  ways:  either  it  was  caused  by  circumscribed  distruc 
tion  of  the  stomach  wall  and  subsequent  peritonitis,  or  from  a  phl-g 
monous  gastritis  caused  by  the  phosphorus. —  Upsala  Tdkareforen 
Forhandly  Bd.  xxv 

F.  H.  Pritchard  (Boston). 

VI.  Echinococcus  of  the  Spleen.  By  Dr.  Edmondo  Coen. 
Echinococcus  of  the  spleen,  according  to  the  consonant  opinion  of 
clinicians  and  anatomists,  is  of  rare  occurrence,  most  rarely  is  it  found 
solitary  in  this  organ.  The  statistics  of  Frey  show  3^%,  those  of 
Neisser  2  83%  as  to  their  frequency.  The  writer  reports  on  three 
cases  of  echinococcus  of  the  spleen  which  were  accidentally  observed 
in  the  pathological  institute  at  Bologna. 

Case  i.  A  woman,  aet.  70  years,  who  had  died  from  marasmus. 
Here  there  was  found  a  solitary  echinococcus  cyst  which  divided  the 
organ  into  two  segments,  completely  separated  one  from  another.  The 
cyst  wall  had  several  small  pieces  of  the  spleen  enclosed  within  itself. 

Case  2.  A  man,  set.  46  years,  death  from  meningitis.  A  solitary 
echinococcus  was  found  on  the  concave  surface  of  the  organ,  sunken 
deeply  into  its  parenchyma  and  covered  by  a  firm  and  partly  calcified 
capsule. 

Case  3.  A  man,  set.  40  years,  death  from  cardiac  insufficiency. 
On  the  convexity  of  the  spleen  was  an  echinococcus  cyst;  an  echino- 
coccus of  the  liver  was  also  found  at  the  same. 

In  none  of  the  cases  were  there  any  disturbances  during  life  which 
indicated  a  splenic  affection.  In  the  literature  there  are  known  up  to 
now  only  fifty-eight  cases  of  solitary  splenic  echinococcus  and  forty-two 
cases  where  other  organs  besides  the  spleen  were  affected.  From  this 
is  seen  the  relative  frequence  of  the  solitary  echinococcus.  It  is  ob- 
served more  frequently  in  males  than  in  females.  Its  size  is  variable  ; 
often  it  forms  enormous  tumors  (i^  v.  Kuehn.  11  \  pd-)-  Usually 
only  one  single  tumor  is  formed.  Among  the  forty-two  cases  of  the 
second  series  the  parasite  lodged  thirty-six  times  in  the  liver, 
ten    times    in    the    omentum :    five    times    in    the     parietal    layer 
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of  the  peritoneum;  four  times  in  the  heart;  four  times  in  the 
lungs;  four  times  in  the  kidneys,  etc.  The  splenic  tissue  is  either  but 
slightly  altered  or  it  is  altered  till  but  little  remains.  Continual  growth 
of  the  cyst  may  disturb  the  continuity  of  the  organ  and  loosen  its  fixa- 
tion (floating  spleen).  The  individual  afflicted  has  mostly  no  dis- 
agreeable symptoms.  Sometimes  one  sees  grave  disturbances ;  pains 
in  the  splenic  region,  phenomena  of  compression  of  the  stomach,  of 
the  intestine  or  the  ureter;  displacement  of  the  diaphragm,  of  the  left 
lung  or  of  the  heart;  suppuration  of  the  cyst's  contents  and  peritonitis 
in  consequence.  The  result  varies.  Recovery  may  take  place  from 
sacculation  (calcification  of  the  capsule)  and  death  of  the  parasite. 
Suppurative  processes  lead  to  rupture  and  evacuation  of  the  contents 
into  the  neighboring  cavernous  organs,  as  into  the  intestine,  for  ex- 
ample in  a  case  of  Berthelot  where  after  evacuation  of  twelve  hundred 
vesiculae  per  rectum  recovery  took  place.  Recovery  has  also  taken 
place  after  evacuation  through  the  air  passages;  if  it  breaks  into  the 
peritoneal  cavity  fatal  peritonitis  follows.  As  to  therapeutic  measures 
only  surgery  comes  into  consideration;  puncture  with  or  without  injec- 
tion of  iodine  or  carbolic  acid  (obsolete),  laparotomy  and  splitting  of 
the  cyst-wall  and  extirpation  of  the  spleen. — Bull.  del.  sc.  ined. 
Bologna,  1889.  vol.  xxiii.  Ser.  vi. 

F.    Pritchard  (Boston). 

VII.  On  Parietal  Hernias.  By  Kr.  Poulsen  (Copenhagen). 
After  a  brief  consideration  of  the  various  theories  on  the  origin  of  par- 
ietal hernias,  the  writer  reports  on  thirteen  cases  treated  in  the  Copen 
hagen"Kommune  Hospital"  during  the  last  twenty-five  years.  In  nine 
cases  the  diagnosis  was  only  made  at  the  herniotomy:  in  three  cases 
taxis  was  tried;  all  three  patients  died  and  the  necropsy  showed  the  pa- 
tients to  have  had  the  parietal  form;  once  the  hernia  was  only  dis- 
covered at  the  necropsy  (hernia  obturatoria). 

The  view  that  hernias  of  the  intestinal  walls  only  develope  in  a  pre- 
formed hernia- sac  and  preferably  make  their  appearance  in  consequence 
of  this  where  there  are  small  pouches  of  the  peritoneum,  as  the  crural 
canal  and  the  obturator  foramen,  finds  a  confirmation  in  these  thirteen 
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cases,  for  eleven  of  these  were  femoral  and  two  obturator  hernias. 
The  youngest  patient  was  36,  the  eldest  83  years  of  age.  Among 
these  cases  there  were  twelve  females  and  one  male.  The  two  patients 
with  obturator  hernias  perished.  Once  the  hernia  was  first  revealed  at 
the  post  mortem  examination;  in  the  second  case  laparotomy  was  per- 
formed. Of  the  eleven  femoral  seven  were  gangrenous,  of  which  six 
ended  fatally,  while  one  with  the  formation  of  an  artificial  anus  re- 
covered; in  the  four  nongangrenous  hernias  herniotomy  was  performed 
each  time  with  a  favorable  result. 

The  writer  would  make  it  distinctly  understood  that  in  such  cases 
the  prognosis  should  be  given  in  these  varieties  of  hernia  with  great 
caution;  on  account  of  the  incomplete  occlusion  of  lumen  of  the  intes- 
tine phenomena  of  incarceration  may  not  make  their  appearance,  or 
they  may  be  very  shght,  but  yet  there  may  be  gangrene  of  the  incar- 
cerated intestinal  wall.  If  one  has  diagnosed  a  parietal  hernia  then 
herniotomy  is  to  be  preferred  to  taxis.  Only  by  means  of  an  operation 
can  one  judge  of  the  condition  of  the  intestine  and  be  sure  of  a  suc- 
cessful reposition. — Hospitals  Tidende.  1889.  3,  Rcakke,  Bd.  vii.  No. 
18. 

Albert  Pick  (Boston). 

VIII.  On  the  Development  of  the  So-called  Strumous 
Buboes  and  the  Indications  for  Their  Early  Extirpation.  By 
Dr.  H.  G.  Klotz  (New  York).  Strumous  buboes  are  generally  con- 
sidered as  developing  from  a  common  bubo  in  subjects  of  a  strumous 
(tuberculous  or  scrophulous)  constitution  (Bumstead  &  Taylor,  Lang, 
etc.)  or  to  be  the  outgrowth  of  syphilitic  adenitis  in  strumous  patients 
(Zeissl).  On  the  strength  of  more  than  120  cases,  which  came  under 
his  care  in  the  German  Hospital  of  New  York,  during  10  years  ser- 
vice Klotz  maintains  that  this  opinion  is  erroneous,  that  in  most  in- 
stances strumous  buboes  are  simply  the  consequence  of  an  infection 
with  some  septic  matter,  probably  cocci,  and  that  they  occur  as  a  rule 
in  individuals  who  have  enjoyed  perfect  health  and  sound  constitution 
before  they  became  infected,  and  do  so  again  after  they  are  relieved  of 
the  bubo.     Whenever  they  develop  on    a  patient  previously  affected 
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with  syphilis  or  tuberculosis  they  do  not  show  any  peculiarities  from 
other  cases,  and  are  not  affected  by  any  specific  treatment.  They  make 
their  appearance  after  very  slight  lesions  of  the  genital  region,  or  from 
herpes,  eczema,  or  simple  abrasions  of  the  skin,  furuncul  inflam- 
mation, etc.,  or  appear  in  connection  with  chronic  gonorrhoea,  but  not 
after  typical  chancroid  or  initial  lesions  of  syphilis.  The  strumous  bubo 
differs  from  its  origin  from  other  buboes  and  its  characteristic  features 
are  the  following : 

1.  Simultaneous  affection  of  all  the  ganglia  of  a  certain  group, 
{Auspitz,  Bumstead  &  Taylor). 

2.  Early  formation  of  miliary  foci  of  pus  in  the  affected  glands 
{Culvert)  and  gradual  coalescence  into  larger  abscesses. 

3.  Early  and  firm  attachment  of  the  whole  group  to  the  underlay- 
ing tissues,  while  the  skin  remains  movable  and  intact. 

4.  Coalescence  of  the  whole  group  into  one  single  circumscribed 
tumor. 

5.  Occurrence  of  thickened  and  enlarged  lymphatic  vessels. 

6.  Secondary  affection  of  symmetrical  groups  or  of  other  neighbor- 
ing groups  (femoral,  iliac,  hypogastric,  OEdmanson). 

7.  Early  deterioration  of  general  health  with  fever,  etc.,  entirely 
out  of  proportion  with  the  local  symptoms,  during  the  early  stages. 

8.  Last  but  not  least  the  regular  and  simultaneous  appearance  of 
all  the  symptoms  just  enumerated. 

It  seems  therefore  appropriate  to  desigaate  such  buboes  by  a  differ- 
ent name,  as  septic  aggregated  bubo  or  septic  bubo  en  groupe,  and  re- 
serve that  of  strumous  bubo  to  the  rare  cases  which  are  really  of  tuber- 
culous nature. 

Treatment  of  the  swollen  glands  with  the  usual  methods  (ice,  poul- 
tices, mercury,  parenchymatous  injections  of  carbolic  acid,  etc.)  almost 
always  proved  ineffectual,  and  in  spite  of  it  the  tumor  continued  to 
grow,  resulting  in  destruction  of  the  whole  mass,  leaving  fistulae,  etc., 
as  are  found  described  in  the  books.  To  avoid  all  these  consequences 
K.,  who  found  the  miliar>  abscesses  already  in  glands  of  the  size  of  a 
large  pea  with  hardly  noticable  swelling  and  perfect  indolence,  strongly 
recommends  the  extirpation  of  the  entire  affected  group  as   early  as 
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possible,  assuring  a  smaller  tumor,  a  less  severe  operation,  an  early 
recovery  and  an  insignificent  scar,  while  all  the  disadvantages  increase 
with  time.  The  greatest  difficulty  about  the  operation  itself  is  caused 
by  the  proximity  of  the  large  veins,  particularly  of  the  vena  saphtena 
magna,  which  may  be  found  closely  attached  to  or  completely  im- 
bedded into  the  mass  of  the  glandular  tumor,  or  may  show  irregulari- 
ties (v.  Annals  Jan.  1887).  The  wounds  from  the  operation  in  cases 
without  compHcation  usually  healed  in  4  to  6  weeks,  or  less  after  very 
early  extirpation,  and  patients  rapidly  regained  their  usual  strength 
and  health.  Gangrene  of  the  scrotum  never  occurred;  oedema,  how- 
ever, of  the  scrotum  and  of  the  extremity  were  observed  occasionally. 
Erysipelas  followed  m  a  number  of  cases,  but  only  once  led  to  a  fatal 
issue.  Another  death  occurred  from  secondary  haemorrhage  from  the 
femoral  vein,  which  had  been  corroded  by  a  strong  solution  of  chloride 
of  zinc.  In  both  cases  death  could  not  be  attributed  to  the  operation 
directly. — Berlin  klin.  IVochetischrift,  1S90,  Nos.  6-8. 

Author's  Austract. 

GENITO-URINARY    ORGANS. 

Urinary,  Urethral,  or  Catheter  Fever.  By  C.  G.  Buchanan 
Klophel,  M.D.  (Rochester,  N.  Y.).  The  author  concludes  a  compre- 
hensive paper  as  follows: 

1.  In  operations  for  the  relief  and  cure  of  chronic  retention  of 
urine,  the  complete  evacuation  of  all  the  urine  at  first  should  not  be 
permitted,  but  rather  the  withdrawal  of  only  a  few  ounces,  and  the  im- 
mediate injection  of  a  solution  of  boracic  acid  or  other  mild  antiseptic, 
in  volume  equal  to  one-half  the  quantity  of  urine  withdrawn,  lessening 
with  each  succeeding  injection  the  quantity  of  fluid  thrown  in,  and  in- 
creasing the  amount  of  urine  withdrawn.  Thus,  by  regular  gradation 
the  bladder  is  emptied,  and  the  circulation,  in  its  abnormal  wall,  is  ac- 
commodated by  degrees  to  the  new  order  of  things.  The  same  may 
be  said  of  the  ureters  and  kidneys.  As  a  result,  we  have  less  shock, 
if  indeed  any;  no  suppression  of  urine;  no  haemorrhage  from  the  urinary 
organs;  and  slight,  if  any,  urine  fever,  so-called. 

2.  Tight  strictures  of  the   membranous  urethra  are  more  success- 
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fully,  and  hence  more  safely,  dealt  with  by  perineal  section.  When 
associated  with  strictures  of  the  pendulous  urethra,  the  combination  of 
internal  and  external  urethrotomy  is  undoubtedly  the  best  treatment. 

3.  The  decomposition  of  blood,  urine,  and  other  organic  matter  in 
the  bladder  or  urethra,  may  give  rise  to  the  phenomena  through  the 
production  of  ptomaines;  hence  the  necessity  for  antiseptic  treatment, 
generally  and  locally. 

4.  The  disease  is  more  common  among  those  who  are  predisposed 
to  it  by  the  nature  of  a  peculiar  nervous  temperament. 

5.  In  view  of  the  fact  that  more  or  less  shock  attends  all  urethral 
operations,  especially  the  forcible  and  rapid  dilatation  of  old  strictures 
with  sounds;  and  as  sudden  death  has  followed  even  the  gentle  inser- 
tion of  a  sound,  the  calibre  of  which  was  less  than  the  stricture,  it  is 
hence  important  that  all  practical  precautions  should  be  observed  in 
every  case  of  dilatation  of  a  urethral  stricture  or  strictures,  with  a  view 
to  avoiding,  so  far  as  possible,  such  effects,  that  unhappy  sequel  being 
more  Hable  to  follow  rapid  dilatation  of  old  strictures  when  not  pre- 
ceded by  internal  urethrotomy. 

6.  It  is  also  important  to  ascertain  the  condition  of  the  bladder, 
urine  and  kidneys  before  operating  for  stricture  of  any  degree,  and 
when  these  two  organs  are  found  extensively  diseased,  the  greatest 
skill,  gentleness  and  patience  is  necessarily  called  for  in  the  treatment 
of  strictures.  Further,  when  these  organs  are  diseased,  and  we  have 
to  deal,  in  a  given  case,  with  several  strictures  of  very  small  calibre  of 
the  pendulous  urethra,  two  courses  compatible  with  safety  are  pre- 
sented, viz:  gradual  dilatation  alone,  or  internal  or  external  urethroto- 
my, leaving  a  few  days  between  the  internal  and  external  operations, 
the  latter  being  done  first. 

7.  Quinine,  in  any  quantity,  exerts  no  manifest  influence  over  the 
course  of  the  disease. 

8.  Boracic  acid,  internally,  by  its  resolvent  and  antiseptic  action 
doubtless  does  exert  a  favorable  influence  upon  the  disease,  and  will 
prove  a  prophylactic  if  given  some  days  before  operating, 

9.  With  a  further  view  to  prophylaxis,  both  before  and  after  all  op- 
erations upon  the  urethra— even  simple  catheterism — the  canal  should 
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be  injected  with  some  mild  antiseptic.     This  is  more  essential  after 
each  act  of  micturition,  subsequent  to  internal  urethrotomy. 

10.  When  urine  fever  persists  despite  all  treatment,  or  should,  after 
any  operative  interference  with  the  urethra,  jeopardize  the  patient's 
life,  perineal  section  should  certainly  be  done. 

11.  I  believe  the  disease  in  some  instances  to  be  one  resulting  from 
the  escape  of  micro-organisms  into  the  circulation.  In  others  it  is  due 
to  the  absorption  of  their  products  at  the  points  of  operation.  It  is 
probable  that  in  some  cases  the  absorption  of  these  products,  and 
those  of  tissue  disintegration,  takes  place  at  different  points  throughout 
the  genito-urinary  tract.  In  other  words,  in  some  it  may  be  a  septi- 
caemia, in  others  a  sapraemia.  I  think,  so  far  as  our  knowledge  goes, 
we  may  have  both  acting  at  one  time. —  Therapeutic  Gazette,  March, 
1890. 

II.  Calculus  Impacted  in  the  Ureter  Removed  by  Ope- 
ration. By  G.  TwYNAM  (Sydney).  A  child,  £et.  8  years,  had  suf- 
fered from  pain  in  the  abdomen  and  haematuria  for  16  months.  Sound- 
ing discovered  no  stone,  and  no  traces  of  bilharzia  could  be  found, 
although  a  large  amount  of  blood  and  large  mucous  casts  were  found 
in  the  urine.  Pain  was  felt  over  the  pubis  and  at  the  end  of  the  penis. 
The  temperature  varied  from  97°  to  100°,  being  subnormal  when  no 
blood  was  present.  Six  months  later  the  pus  and  mucus  still  existed 
in  the  urine,  the  temperature  being  104°  with  distinct  tenderness,  but 
no  pulse  in  the  left  side,  although  the  patient  leaned  to  that  side.  A 
month  later  an  exploratory  incision  in  the  left  linea  semilunaris  dis- 
covered no  stone  in  the  left  kidney  or  ureter,  but  a  calculus  in  'the 
right  ureter,  two  inches  from  the  bladder.  The  wound  was  closed  and 
healed  well.  Three  weeks  later  an  incision  was  made,  similar  to  that 
used  for  tying  the  common  iliac  artery,  and,  after  some  difficulty  in 
isolating  the  ureters,  the  stone  was  extracted  with  forceps  through  a 
linear  incision;  it  weighed  6  grains  and  was  just  the  size  of  a  No.  12 
catheter.  The  wound  in  the  ureter  was  stitched  with  fine  silk  by 
means  of  a  fine-eyed  needle,  although  very  difficult  of  accomplish- 
ment.    A  drainage  tube  was  introduced  to  the  bottom  of  the  cavity. 
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and  the  wound  dressed  witli  salicylic  wool,  but  on  account  of  urine 
soaking  freely  from  the  wound  for  the  first  three  days,  the  dressings 
required  frequent  changing.  Some  suppuration  necessitated  the  re- 
moval of  the  stitches  with  which  the  wound  had  been  closed,  and  this 
was  accompanied  by  severe  rise  in  temperature  for  a  few  days.  On 
the  fifth  day,  however,  the  urine  ceased  to  flow  from  the  wound,  which 
then  rapidly  healed,  and  the  boy  made  a  rapid  recovery. — Londo7i 
Lancet,  February  i,  1890. 

James  E.  Pilcher  (U.  S.  Army). 

III.  Litholopaxy  in  Children.  By  Dr.  P.  Morelli.  The 
author  first  discusses  the  most  important  objections  urged  against 
lithotripsy  in  former  times,  these  consisting  of  those  based  upon  ex- 
ceeding narrowness  of  the  urethra,  the  danger  arising  from  the  use  of 
correspondingly  small  sized  instruments,  and  the  excessive  reaction 
following  the  "operation.  Because  of  these  the  operation  was  restricted 
to  exceptional  cases  in  children,  and  Hthotomy  was  given  the  prefer- 
ence as  a  means  of  treatment  for  vesical  calculi.  That  these  objec- 
tions cannot  be  referred  to  the  operation  of  litholopaxy  is  shown  by  the 
extraordinarily  favorable  results  obtained  by  this  operative  procedure 
in  this  class  of  cases  in  recent  times.  The  recent  publication  by  Kee- 
gan  of  the  astonishing  results  obtained  in  the  Indore  Hospital  in  the 
East  Indies  with  this  operation  in  children,  whose  ages  ranged  from 
21  months  to  14  years.  From  1881  to  1886  he  operated  58  times, 
with  but  one  death  arising  therefrom,  and  up  to  1888,  114  cases,  with 
a  mortahty  of  but  3.5%. 

The  reasons  for  the  great  infrequency  of  the  adoption  of  this  opera- 
tive procedure  up  to  the  present  time  may  be  comprehended  as  fol- 
lows: 

I.  It  is  claimed  that  between  the  ages  of  3  and  8  years,  during 
which  period  cf  childhood  vesical  calcuU  occur  in  the  young,  the  ex- 
cessive narrowness  of  the  urethra  necessitates  the  employment  of  in- 
struments of  extremely  small  dimensions.  An  instrument  with  a  very 
small  beak  will  have  its  usefulness  limited  to  the  grasping  of  very 
small  stones.       Experience    teaches,   however,  that    the    size  of  the 
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urethra  in  children  is  in  no  wise  proportionate  to  the  age  of  the  child, 
and  in  addition  to  this  there  is  a  wide  variation  at  this  age  in  the  dis 
tensibility  of  the  canal  It  is  also  a  well  known  clinical  fact  that  in 
male  children  the  subjects  of  vesical  calcuH  there  occurs  an  abnormal 
development  of  the  penis.  Keegan  declares  that  he  could  easily  pass, 
in  a  child  of  1 1  months,  a  No.  7  English  lithotrite  into  the  bladder. 
In  children  from  3  to  6  years  of  age  he  employs  No.  7  and  8  English. 
With  a  lithotrite  No.  8  English  stones  weighing  from  13  to  20  grm. 
could  be  easily  grasped  and  crushed.  In  children  of  from  8  to  10 
years  he  employs  Nos.  10  and  n,  and  sometimes  even  to  No.  14. 
These  are  not  such  extraordinary  statements  as  would  appear  at  first 
sight;  the  well  known  fact  that  the  children,  both  male  and  female, 
reach  development,  particularly  in  the  case  of  the  sexual  organs,  at  an 
extraordinarily,  to  us,  early  age,  should  be  borne  in  mind. 

MoreUi  found  that  a  No.  6  instrument  passes  easily  through  the 
urethra  of  children  of  2  to  3  years  of  age,  and  answers  for  grasping 
and  crushing  calculi  of  7  grra.  in  weight. 

The  objection  made  against  the  operation  because  of  the  small  size 
of  the  prostate,  the  pear-shaped  form  and  high  location  of  the  bladder 
in  children,  cannot  be  held  as  valid  against  the  operation. 

Formerly,  the  great  sensitiveness  and  irritability  of  the  mucous 
membrane  of  the  bladder,  and  the  severe  local  and  general  reaction, 
were  greatly  feared.  Bigelow's  assertion  that  it  is  not  the  pressure  of 
the  instrument,  but  rather  that  of  the  fragments  themselves  remaining 
in  the  viscus  which  give  rise  to  alarming  symptoms,  is  borne  out  by 
Keegan's  experience.  With  this  in  view,  the  operation  may  be  pro- 
longed at  will,  so  long  as  the  entire  debris  is  removed  and  no  source 
of  irritation  left  behind. 

Finally,  if  instruments  which,  after  introduction  into  the  bladder, 
can  be  easily  moved  back  and  forth  along  the  urethra,  tearing  of  the 
mucous  membrane  of  the  latter  may  be  avoided.  Before  removing 
the  evacuating  tube,  a  mandril  or  plug  is  passed  within  the  latter  in 
such  a  manner  as  to  close  its  fenestra,  thereby  preventing  injury  to 
the  mucous  membrane  of  the  urethra  by  the  presence  of  small  portions 
of  debris  which  may  be  lodged  in  the  same.     Extreme   care  and   gen- 
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tleness  during  the  entire  manipulation  do    away  witli  all  objections  on 
this  score. 

Morelli  recommends  that  the  knowledge  gained  by  the  search  for 
stone  in  the  bladder  should  not  be  limited  to  ascertaining  its  mere 
presence  in  the  bladder,  but  should  also  include  its  size,  as  well  as  the 
capacity  of  the  urethra, —  Giorn.  intern,  del.  Set.  Med.,  1889. —  Centbl. 
f.  C/tir.,  1890,  No.  6. 

IV.  A  Simple  Method  of  Fastening  in  Situ  an  Elastic 
Catheter  after  Perineal  Section.  By  Dr.  Lauensten  (Ham- 
burg). For  the  purpose  of  fixing  an  elastic  catheter  in  the  urethra 
during  the  first  few  days  following  perineal  section  for  deep  urethral 
stricture,  Lauensten  employs  the  following  method:  A  silk  thread  is 
tied  around  the  catheter,  at  a  point  opposite  the  wound  in  the  urethra, 
leaving  both  ends  of  the  thread  sufficiently  long  to  allow  of  their  being 
passed  out  of  the  perineal  wound  when  the  catheter  is  passed  into  the 
bladder.  The  wound  itself  is  then  packed  with  iodoform  gauze,  the 
free  ends  of  the  threads  being  finally  tied  over  the  latter.  This  serves 
the  double  purpose  of  fixing  the  catheter  in  situ  and  retaining  in  place 
the  wound  dressing  of  iodoform  gauze.  In  a  case  reported  the  first 
redressing  occurred  in  6  days,  and  the  catheter  was  retained  for  1 2 
days.  Healing  per  primam  of  the  urethral  wound  is  claimed  to  have 
taken  place,  except  at  the  point  where  the  threads  passed  out  of  the 
same.  The  perineal  wound  had  entirely  closed  at  the  end  of  six  weeks. 
—  Centbl.  f.  Chir. 

George  R.  Fowler  (Brooklyn). 

V.  On  the  Treatment  of  Injuries  of  the  Urethra  and 
Their  Results.  By  Dr.  Haegler.  Five  cases  of  injuries  of  the 
urethra  which  came  into  the  clinic  of  SociN  and  E.  Burckhardt  led 
the  writer  to  critically  and  experimentally  elucidate  the  treatment  of  these 
injuries  in  the  recent  state  and  the  results  of  such  a  treatment.  The 
experiments  which  he  made  upon  eight  dogs  as  to  the  value  of  the 
urethral  suture  in  incised  and  contused  wounds  of  the  urethra  place 
this  procedure  upon  a  firm  basis.     His  conclusions  are  as  follows; 
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1.  After  every  extensive  rupture  of  the  urethra  external  urethroto- 
my should  be  done  as  soon  as  possible,  the  posterior  end  of  the  urethra 
to  be  sought  for  and  the  two  ends  at  once  sutured;  the  two  edges  of 
the  wound  cannot  however  always  be  closely  and  equally  united. 

2.  The  suture  should  be  introduced  as  far  as  possible  into  the  sub- 
mucous tissue  and  during  the  first  24-48  hours  a  catheter  should  He 
in  the  urethra,  the  perineal  wound  not  to  be  closed. 

3.  Only  after  a  complete  healing  of  the  wound  and  then  only 
should  bougies  be  used.  But  if  there  be  already  callous  strictures 
present  the  cicatricial  masses  should  be  excised  and  the  ends  of  the 
urethral  wound  united  at  once. — Deutsche  Ztschr.  f.  Chirurgie,  Bd. 
xxix,  Hft.  4,  p.  277-310. 

F.  Pritchard  (Boston). 

WOUNDS,  INJURIES,  ACCIDENTS. 

I.  Skin  Grafting  after  Thiersch's  Method.  By  Dr.  Ivan 
I.  FoMiN  (St.  Petersburg,  Russia).  The  author  details  18  cases  (14  of 
callous,  varicose,  syphilitic,  and  post  combustion  ulcers  of  leg,  i  case 
of  burn  of  thigh,  i  epithelioma  of  the  forehead,  1  of  the  temporal 
region  and  i  of  nasal  lupus),  referring  to  i2  men,  aged  from  15  to  63, 
and  6  women,  aged  from  20  to  52,  where  he  resorted  to  the  transplan- 
tation of  skin  after  Thiersch's  rules  ( F/^i?  Annals  of  Surgery,  1889, 
March,  p.  179  ;  April,  p.  290  and  May,  p.  357). 

In  rough  outlines,  the  author  practises  the  method  in  the  following 
manner.  Given  a  case  of  crural  ulcers,  the  latter  are  treated  with 
warming  compresses  soaked  in  a  weak(r  to  5,000)  solution  of  corrosive 
sublimate,  until  a  complete  cleansing  of  the  granulating  surface  has 
been  obtained  (which  takes  place  in  from  3  to  7  days).  On  the  day 
of  the  operation,  the  whole  limb  is  washed  out  with  soap  and  some 
antiseptic  lotion,  after  which  a  syringeful  of  a  4  %  solution  of  cocaine 
is  injected  into  the  neighborhood  of  the  ulcer  and  the  latter  carefully 
scraped  out  with  a  sharp  spoon  down  to  the  fascia  or  muscles,  any 
calous  edges  being  pared  with  a  knife.  The  precedure  over,  a  com- 
pressing bandage  is  applied  to  arrest  all  haemorrhage  (which  takes 
from  I  to  2  hours  time).     The  next  step  consists   in   sHcing   off   (by 
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means  of  a  razor)  thin  cutaneous  strips  measuring  from  12  to  15  ctm. 
in  length  and  4  in  breadth.  The  author  usually  cuts  them  out  of  the 
patient's  arm  (previously  duly  disinfected).  Having  moistened  the 
slice  with  a  i  %  solution  of  carbolic  acid,  he  transfers  it  on  the  razor 
to  the  ulcer,  until  the  whole  area  has  been  covered  in  such  way  that 
no  exposed  surface  whatever  has  been  left,  the  cuts  of  the  strips 
overlaying  (about  ^  cent.)  the  edges  of  "the  wound.  Then  the  adjusted 
grafts  are  dried  out  with  cotton  wool  pellets,  powdered  with  a  thin 
layer  of  iodoform  and  covered  with  strips  of  fenestrated  protective 
tissue  placed  perpendicularly  to  the  cutaneous  shces  and  overlapping 
each  other  in  a  tile-like  fashion,  the  whole  being  covered  with  an  anti- 
septic dressing  and  the  limb  immobilised.  The  slicing  pi  ocedure  is 
made  painless  by  a  hypodermic  injection  of  a  syringeful  of  the  cocaine 
solution.  The  wounds  left  by  it  heal  in  from  7  to  10  days.  The  re- 
sults obtained  by  Dr.  Fomin  are  invariably  brilliant;  even  most  exten- 
sive and  obstinate  ulcers  soundly  heal  in  a  few  weeks  or  a  couple  of 
months. —  Vratch^  No.  11,  1890,  p.  249. 

II.  Traumatic  Haematoma  of  Major  Labium.  By  Dr. 
Serghei  a.  Kotloff  (Potchep,  Russia).  A  robust  peasant  woman 
aet.27  years  pregnant  three  months,while  trying  to  take  a  seat  on  a  shaky 
heavy  block,  was  struck  by  the  latter  on  her  left  major  labium.  On 
examination,  the  labium  was  found  transformed  into  a  very  painful, 
bluish  red,  fluctuating,  elastic  tumor  having  the  size  of  a  big  male  fist 
and  extending  from  the  pubes  down  to  the  perineum.  On  the  third 
day,  the  blood  cyst  spontaneously  burst  on  its  inner  surface.  The 
cavity  gradually  contracted,  to  completely  heal  in  3  weeks.  The  treat- 
ment consisted  in  rest,  corrosive  sublimate  irrigations  and  iodoform 
dressing — Letopis  Khirurgitcheskaho  Obshtchesva  v''Moskve,  Janu- 
ary 1890,  p.  42. 

Valerius  Idelson  (Berne). 

III.  Wound  of  Female  Genitals.  By  Dr.  N.  A.  Dolgopo- 
LOFF  (Kursk,  Russia).  A  peasant  woman,  aet.  43  years,  fell  from 
the  roof  of  her  (low)  hut  to  strike  astride  a  hedge  below.     When  seen 
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shortly  afterwards,  she  had  facies  hippocratica  with  small  and  slow 
pulse.  On  the  right  major  labium  there  was  found  a  lacerated  wound 
freely  admitting  a  forefinger  which  could  pass  up  about  7  ctm., 
along  the  lateral  wall  of  the  vagina  and  nearly  as  much  along  a  pouch 
deviating  from  the  former  in  direction  towards  the  mons  veneris. 
The  edges  of  the  laceration  were  intensely  crushed  and  oedematous. 
There  was  also  present  incontinence  of  urine  caused  by  contusion  of 
the  urethra  and  vesical  cervix.  The  wound  was  plugged  with  gauze 
and  dressed,  and  stimulants  administered  internally.  A  good  recovery 
ensued  — Letopis  Khirurgitcheskaho  Obshtchestva  v  '' Moskve,  Febru- 
ary, 1890,  p.  120. 

Valerius  Idelsox  (Berne) 
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OF    PHILADELPHIA. 

PR(  FESSOR   OF   SURGERY   IN   JEFFERSON    MEDICAL   COLLEGE. 

MOBILITY  of  the  kidney  exists  in  two  varieties: 
(i)  Movable  kidney,  and  (2)  Floating  kidney. 

A  sharp  line  of  distinction  is  drawn  between  the  two  con- 
ditions, anatomically  and  morphologically. 

Anatomically  a  floating  kidney  has  a  mesonephron  formed 
by  a  reduplication  of  the  peritoneum  and,  therefore,  like  a  coil 
of  the  small  intestines,  lies  within  the  peritoneal  cavity. 

A  movable  kidney  lies  posterior  to  the  peritoneum  and  is 
freely  movable  in  the  retro-peritoneal  space,  moving  either 
without  its  fatty  capsule,  or  within  this  capsule. 

Morphologically  they  are  distinguished  in  that  a  floating 
kidney  is  always  a  congenital  abnormal  development,  whereas 
a  movable  kidney  is  probably  always  acquired. 

But  however  clearly  we  may  draw  the  line  theoretically, 
practically  I  believe  the  two  conditions  merge  into  each  other 
with  no  sharp  line  of  demarcation.  In  my  own  experience 
(which  covers  four  operative  cases)  I  have  never  seen  a  mesone- 
phron during  operation  and  yet,  in  two  of  the  cases,  the  kid- 
ney fell  easily  with  any  change  of  posture  into  the  right  iliac 
fossa  and  over  to  the  left  of  the  middle  line. 

The  range  of  motion  of  a  movable  kidney  is,  therefore, 
quite  as  great  as  could  exist  if  it  were  anatomically  a  floating 
kidney;  yet,  from  the  absence  of  any  strict  mesonephron  it 
would  be  classed  rather  as  a  movable  kidney. 

The^frequency  of  movable  kidney  is  certainly  underrated 
by  most  surgeons.  In  over  eleven  thousand  autopsies  in  three 
hospitals,  quoted  by  Newman,  only  eleven  cases  were  found 
But,  very  naturally  the  condition  would  be  overlooked,  unless 
it  were  sought   for;  and  in  the  dorsal  position  in  which  the  au- 

'Read  before  the  American  Surgical  Association,  May,  1890. 
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topsy  is  always  made,  would  naturally  not  be  discoverable, 
unless  displacement  persisted.  It  is  therefore  much  more 
frequently  detected  clinically  than  pathologically.  For  ex- 
ample, Skorszewsky  (Morris.  Dis.  of  the  Kidney,  p.  27)  in  1422 
patients  found  the  condition  to  exist  in  32  women,  out  of  1030 
cases,  and  in  3  men  out  of  392.  Drummond  {Lancet,  January 
II,  1866,  p.  89)  has  recently  reported  30  cases  that  he  himself 
has  observed,  and  according  to  Oser,  of  Vienna,  10  %  of  the 
women  that  have  borne  children  are  so  affected. 

With  such  clinical  facts  before  us,  it  is  impossible  to  deny 
the  existence  of  the  malady,  and,  as  the  history  of  the  cases 
shows,  its  gravity.  It  is  much  more  frequent  in  women  than 
in  men.  Of  290  cases  collected  by  Newman,  (Sur  Dis.  of 
the  Kidney;  250  were  in  women,  and  38  in  men,  about  7  to  i. 
Landau  (Arch.  f.  Klin.  Chir.  1879,)  states  that  of  314.  cases, 
273  were  in  women,  as  against  41  in  men,  about  the  same  pro- 
portion again. 

The  preponderance  is  greatly  upon  the  right  side.  Of 
Landau's  cases,  151  existed  on  the  right  side,  13  on  the  left, 
and  14  on  both  sides. 

Causes. — Floating  kidney  is  always  a  congenital  affection; 
Newman  and  Morris  both  cite  undoubted  instances  of  the 
affection. 

The  cause  of  movable  kidney  may  be  a  fall,  a  blow  or  other 
traumatism,  of  which  a  large  number  of  cases  present  a  clear 
history.  That  it  follows  and  is  caused  by  pregnancy  and  a 
consequently  lax  abdominal  wall,  is  very  probable  in  many 
cases  but  there  are  too  many  cases,  both  in  men  and  unmarried 
women  to  assign  to  this  the  predominant  role,  as  some  authors 
do. 

Moreover,  the  loss  of  fixation  has  sometimes  been  attributed 
to  the  disappearance  or  diminution  of  the  peri-nephric  fat,  but 
so  tar  as  my  own  observation  goes,  in  all  the  cases  that  I  have 
operated  upon,  there  was  plenty  of  this  fat,  and  in  the  last  case 
reported  in  this  paper,  in  which  the  mobility  of  the  kidney  in 
respiration  was  very  great,  there  was  an  abundance  of  fatty 
tissue  locally  around  the  kidney,  though  the  patient  was  a 
tall,  spare  man,  and  had  fallen  in  weight  from  165  to  130 
pounds. 


NEPHRORRHAPHY.  83 

Symptoms. — Opinions  as  to  the  advisability  of  remedying 
the  condition  vary,  from  the  extremes  of  Landau  (Verhand. 
XI.  Deutsch  Chir.  Congress,  1882)  who  thinks  that  operation 
is  never  justifiable,  to  that  of  Keppler  (Arch.  Clin.  Chir,  1879, 
p.  520)  who  believes  that  a  movable  kidney  is  a  constant  men- 
ace to  the  life  of  the  patient,  and  that  nephrectomy  should  be 
performed  as  soon  as  the  diagnosis  is  .nade.  This  diversity 
of  opinion  is  based  partly  on  the  unsatisfactory  results  of  the 
earlier  operations,  and,  partly,  it  seems  to  me,  on  the  want  of 
appreciation  of  the  serious  annoyance,  discomfort,  pain  and 
danger  which  a  mobile  kidney  produces.  These  will  be  best 
appreciated  by  a  glance  at  the  table,  and  by  reading  the  his- 
tory of  the  three  cases  I  here  report. 

Mr.  Tait  has  operated  upon  but  three  cases,  one  of  which, 
he  writes  me,  ultimately  died  from  the  suppuration  following 
the  operation,  and  the  others  were  not  benefited  in  the  least; 
and  he  declares  {^Brit.  Med.  Jour.  November  16,  1889)  "that 
he  will  have  nothing  more  to  do  with  the  fixation  of  the  kid- 
ney." 

As  will  be  seen  later,  the  death  rate  of  the  operation  is  but 
slight,  and  with  the  improved  methods  that  have  been  intro- 
duced, it  ought  to  be  lessened  rather  than  increased.  The 
table  which  is  appended  will  show,  moreover,  that  the  results 
as  to  comfort  and  health  have  been  most  satisfactory  in  the 
majority  of  the  cases.  I  have  no  doubt,  therefore,  myself, 
that  the  operation  will  prove  to  be  a  distinct  advance  in  renal 
surgery. 

The  discomforts  which  arise  from  a  movable  kidney  are 
many  and  decidea.  There  is  much  dragging  pain,  with  a  sense 
of  weight  in  the  loins.  Gastric  disturbances  are  extremely 
common.  Constipation,  fetid  breath,  sometimes  vomiting, 
are  all  noticeable.  Not  uncommonly  there  will  be  palpitation 
or  other  cardiac  symptoms.  Disturbance  of  the  generative 
organs  in  women  are  very  frequently  associated  with  movable 
kidney,  and,  whether  as  a  cause,  consequence  or  co-incidence, 
it  is  very  certain  that  the  majority  of  women  suffering  from 
this  disorder  are  of  a  highly  neurotic  constitution.  The  dis- 
comforts are  very  great,  and  the  pain  may  be  so  excessively 
severe  and  prolonged  as  to  interfere  with  all  occupation,  and 
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practically  to  make  life  almost  unendurable.  In  women,  the 
pain  is  nearly  always  much  greater  during  menstruation.  This 
pain  is  attributed  by  Dunning  {Jour.  Ainer.  Med.  Assoc.  Decem- 
ber 19,  1885)  to  the  traction  on  the  capsule  and  renal  tissue, 
through  the  vessels  and  ureter,  and  he  supports  his  belief  by 
experiments  upon  the  fresh  kidney.  The  mental  annoyance, 
also,  is  by  no  means  a  slight  factor  in  the  problem. 

But  disturbance  of  the  functions,  discomfort  and  pain,  are 
not  the  only  afflictions  which  attend  this  condition.  The  dis- 
order may  pass  beyond  the  realm  of  bearable  evils,  into  seri- 
ous and  actual  danger  to  life  itself,  so  that  in  considering  the 
slight  mortality  from  nephrorrhaphy,  we  must  also  bear  in 
mind  that  there  is  a  mortality  attending  the  expectant  plan  as 
well.  Thus  Berry  (TVifti^  Orleans  Med.  &  Sing.  Jour.  1889- 1890, 
n.  s.  xvii,  p.  18)  records  the  case  of  a  patient  who  died  six 
weeks  after  the  discovery  of  the  floating  kidney.  He  attributes 
the  fatal  result  to  rupture  of  an  abscess  of  a  kidney,  or  of  a 
ureter.  Schiitze  mentions  three  cases  as  fatal,  without  opera- 
tion, though  it  is  not  clear  that  the  deaths  were  really  due  to 
the  kidney.  Newman  also  calls  attention  to  intermiitent  hydro- 
nephrosis as  a  result  in  four  cases  of  the  21  o'-'served  by  him, 
while  in  5  albuminuria  was  present,  and  in  3  jaundice.  Kohler 
{Charite  Annalenyivv.  Jahrgang,  1889,  593)  and  Hahn  (see  table 
case  59)  and  Guyon  (case  No,  jZ^  report  three  cases  of  hydro- 
nephrosis, and  Thornton  (Joe  cit.)  a  case  of  double  hydro-neph- 
rosis  from  the  same  cause.  Not  long  since  [Med.  Nezvs,  May  3, 
1890)  I  was  obliged  to  perform  nephrectomy  for  hydronephrosis 
arising  from  movable  kidney.  Thornton  (Surgery  of  the  Kid- 
neys, p.  11)  and  Newman  (Sur.  Kidneys,  pp.  48-51)  state  al- 
so that  torsion  of  the  ureter  may  give  rise  to  uraemia. 

Diagnosis. — The  diagnosis  of  movable  or  floating  kidney  is 
in  general  pretty  easily  made,  but  the  disorder  not  uncom- 
monly escapes  attention,  at  least  for  a  time,  because  the  con- 
dition is  not  sought  for. 

Given  a  movable  tumor  in  the  flank,  which  can  be  displaced 
into  the  iliac  fossa,  or  up  to,  or  even  beyond  the  middle  line, 
which  can  be  pushed  back  into  the  position  of  the  kidney,  and 
which  has  about  the  shape  and  size  of  a  kidney,  and  the  diag- 
nosis is  clear.     Tumors  of  the  omentum,    or  of   the  mesentery 
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are  the  most  likely  to  be  confounded  with  it.  One  very  re- 
markable case  is  mentioned  by  Mr.  Morris  in  hi>  Treatise  on 
the  Surgical  Diseases  of  the  Kidney,  p.  35. 

In  the  appended  table  there  are  two  cases  (Nos.  48  and  99) 
in  which  a  distended  gall-bladder  was  present,  as  well  as  a 
movable  kidney,  In  Mear's  case  (99)  cholecystotomy  was 
done  by  the  lumbar  incision,  and  in  v.  Tirchendorf 's  (48)  the 
same  operation  (by  which  incision  is  not  stated). 

Mr.  Lawson  Tait  has  also  reported  a  case  of  distended  gall- 
bladder which  had  been  mistaken  for  floating  kidney  by  sev- 
eral distinguished  authorities.  [Brit.  Med.  Joicr.,  Nov.  18, 
1882).  Dr.  Lindsey  Stevens  has  also  recorded  a  case  of  float- 
ing kidney  with  distended  gall-bladder  and  calculi. 

Percussion  of  the  loin  will  sometimes  assist,  although  this  is 
not  to  be  implicitly  relied  upon.  At  best,  the  limits  of  the 
renal  dulness  are  not  any  too  well  defined  when  the  kidney  is 
in  place;  and  the  tympanitic  sound  discovered  when  the  kid- 
ney has  fallen  forward  or  downward,  is  not  so  clearly  marked 
as  to  render  it  a  thoroughly  reliable  symptom.  The  resist- 
ance to  bi-manual  examination  afforded  by  the  presence  of 
the  kidney,  and  the  absence  of  this  resistance  when  the  kid- 
ney is  displaced,  is  a  much  more  reliable  symptom.  The  bi- 
manual examination  is  best  made  if  the  abdominal  hand  takes 
advantage  of  expiration  to  depress  the  abdominal  wall,  re- 
tains the  advantage  so  gained  during  the  next  inspiration,  and 
follows  it  up  by  still  further  depression  during  the  following 
expiration.  The  legs  should  be  flexed  to  relax  the  abdomi- 
nal wall. 

The  size  and  shape  ot  the  tumor  is  a  reasonable  guide  and 
sometimes,  though  not  frequently,  the  hilum  can  be  made  out, 
and  the  pulsation  of  the  renal  artery  felt. 

Of  course  an  examination  of  the  uterus  and  ovaries  should 
be  made,  so  as  to  determine  any  possible  connection  of  such 
abdominal  tumor  with  the  generative  organs.  That  this  is  no 
needless  precaution  is  seen  from  the  statement  of  McCosh, 
that  in  two  cases  dilatation  of  the  uterine  canal  and  removal 
of  the  ovaries  had  been  done. 

The  urine  is  generally  normal,  though  not  uncommonly  it 
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may  contain  albumin.     If  the   albuminuria   is    persistent,   it  is 
generally  due  to  other  causes. 

Treatment. — The  treatment  of  movable  kidney  may  be 
threefold. 

1.  By  a  bandage  and  pad. — In  not  a  few  cases  this  will  an- 
swer, and  should  always,  if  possible,  be  tried  before  any  ope- 
rative procedures  are  undertaken.  Of  the  various  pads  de- 
vised, the  inflatable  rubber  one  of  Dunning  {West.  Med.  Rep., 
Oct.,  1888)  and  of  Newman  seems  to  me  the  best,  though  I 
have  had  no  personal  experience  in  its  use.  Repeated  preg- 
nancies have  been  known  to  fix  the  kidney,  probably  as  a  re- 
sult of  pressure.  Simple  recumbency,  as  advocated  by  Lan- 
dau, can  scarcely  commend  itself  to  any  but  those  of  a  more 
hopeful  temperament  than  the  majority  of  either  patients  or 
surgeons. 

2.  Nephrectomy. — In  a  few  cases  this  is  certainly  justifiable, 
as,  for  example,  when  the  kidney  cannot  be  forced  back  into 
its  proper  position,  as  in  Polk's  well  known  case  where  the 
kidney  occupied  the  iliac  region  and,  though  freely  movable, 
could  not  be  pushed  from  the  iliac  fossa  into  the  loin.  Unfor- 
tunately this  was  the  only  kidney  the  patient  had,  yet  she 
lived  II  days  without  secreting  any  urine  whatever. 

Again,  it  is  a  justifiable  operation  when  the  kidney  is  dis- 
eased as  well  as  movable,  but  this  is  rather  because  of  the  dis- 
ease than  of  the  mobility. 

Again,  it  is  justifiable  in  certain  cases  where  nephrorrhaphy 
has  failed,  and  where  the  symptoms  are  of  sufficient  gravity  to 
render  so  serious  an  operation  as  nephrectomy,  allowable.  But 
in  such  cases  it  would  be  far  better,  as  has  been  done  by  a 
number  of  operators,  (see  table)  that  nephrorrhapy  should  be 
repeated  before  nephrectomy  should  be  considered,  as  the 
mortality  from  nephrectomy  for  movable  kidney  is  large. 
Thus,  Newman  tabulates  30  nephrectomies  for  movable  kid- 
ney, with  9  deaths — a  mortality  of  30%;  while  Lindner  (  Wan- 
derniere  der  Frauen,  p.  45)  gives  9  deaths  in  36  cases  of  ne- 
phrectomy, a  mortality  of  25  %.  The  mortality  from  ne- 
phrorrhapy, even  though  repeated,  is  only  about  2%.  Cer- 
tainly then,  any  conservative  surgeon  should  be  unwilling  to 
have  his  patient  run  the  risk  of  an  operation,  the    danger    of 
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which  is  not  less  than  25  %,  until  after  a  trial,  or  even  repeated 
trials,  have  been  made  of  the  less  dangerous  operation. 

Nephrorrhaphy. — Greig  Smith  (Abdominal  Surgery,  2d 
Ed.,  Phila.,  1888,  p.  496)  says  "that  an  unknown  surgeon  is 
said  to  have  performed  nephrorraphy  prior  to  1870,  in  Mobile, 
Ala."  Careful  inquiry  has  convinced  me  that  this  is  an  error, 
and  that  the  credit  properly  belongs  to  Hahn,  who  published 
his  paper  in  the  Centralblatt  f.  Chir.,  1881,  p.  449,  though  New- 
!nan  states  that  he  himself  suggested  it  in  1880.  I  have,  how- 
ever, included  in  the  table  the  case  of  Dowell,  of  New  Orleans, 
who  fixed  the  kidney  by  a  tape  suture  in  1874. 

The  operative  procedure  is  first  the  usual  one  to  expose  the 
kidney.  The  patient  is  laid  upon  the  sound  side,  and  an  ob- 
lique incision  is  made  between  the  last  rib  and  the  crest  of  the 
ilium,  beginning  over  the  outer  border  of  the  quadratus  lum- 
borum.  Rarely,  if  ever,  will  a  rib  have  to  be  resected  to  gain 
room.  The  edge  of  the  muscle  being  recognized,  the  peri- 
nephric fat  is  found  immediately  at  its  outer  border.  This  fat 
having  been  cut  or  torn  through,  the  kidney  may  be  seen  at 
onci.  If  it  is  a  movable  kidney,  as  in  the  last  case  reported 
in  this  paper,  but  not  displaced  too  far  from  its  normal  posi- 
tion, the  movement  will  be  seen  to  be  synchronous  with  the 
respiration,  and  may  be  very  wide  in  extent.  In  that  case  the 
kidney  moved  up  and  down  with  each  respiration  quite  as 
freely  as  the  liver  ordinarily  does.  But  if  the  kidney  be  far 
away  from  its  normal  position  it  will  not  be  seen  when  the 
perinephric  fat  is  torn  through,  but  must  be  sought  for,  not  only 
by  the  finger  in  the  wound,  but  also  either  by  the  hand  of  the 
operator,  or  of  an  assistant,  on  the  anterior  abdominal  wall,  in 
order  to  push  the  kidney  back  toward  its  normal  place. 

At  this  stage  of  the  operation,  in  order  not  needlessly  to  in- 
vade the  peritoneal  cavity,  it  is  very  important  to  be  able  to 
distinguish  between  the  liver  and  the  kidney,  either  of  which 
may  present  itself  opposite  the  wound.  The  peritoneum  may 
be  opened  either  intentionally  or  by  accident.  Thus  Smith 
deliberately  opened  the  peritoneum  to  determine  whether  the 
tumor  was  ovarian  or  renal  in  origin.  Hahn  accidentally 
opened  the  peritoneum,  which  he  immediately  closed  by  suture, 
and  Rosenberger  and  Kiister   met    with    the    same    accident 
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without  any  ill  results;  and  in  case  No.  2,  reported  in  this 
paper,  the  same  accident  happened  to  myself.  At  the  bottom 
of  the  wound  a  firm,  hard,  movable  body  was  perceived,  which 
I  had  every  reason  to  believe  was  a  kidney;  but  on  tearing 
through  the  tissue,  immediately  at  the  bottom  of  the  wound,  I 
found  that  it  was  not  the  capsule  of  the  kidney  that  I  had  torn 
as  I  thought,  but  the  peritoneum,  and  that  the  firm  body  was 
the  liver.  Further  search  disclosed  the  fact  that  the  kidney, 
which  an  assistant  believed  he  was  pushing  back  in  the  loin, 
had  escaped  his  grasp,  and  was  lying  back  in  the  iliac  fossa. 
As  I  believed  he  was  pushing  the  kidney  back  into  the  loin,  I 
was,  naturally,  misled  into  opening  the  peritoneum.  The 
opening  was  not  large,  and  when  the  kidney  was  drawn  up  in 
its  place  it  closed  the  opening  so  completely  that  I  did  not 
think  it  necessary  to  suture  the  peritoneum,  nor  did  any  ill 
results  follow. 

To  avoid  a  similar  accident  in  the  future,  however,  I  would 
suggest  that  in  every  case  after  tearing  through  the  fat,  so  soon 
as  the  operator  reaches  a  firm  organ,  which  he  believes  may 
be  the  kidney,  he  should  first  observe  its  color.  If  it  be  the 
liver,  this  would  be  a  dark  brown,  if  the  kidney,  a  lighter  blue 
black.  Next  he  should  sweep  his  finger  toward  its  upper  bor- 
der. If  it  be  the  kidney,  he  will  very  readily  be  able  to  dis- 
cover the  upper  border  by  the  touch;  but  if  it  be  the  liver,  the 
upper  border  would  be  within  the  peritoneum,  and  beyond 
reach;  and  the  comparative  size  of  the  two  organs  would  en- 
able him  to  differentiate  them  very  quickly.  The  finger  would 
readily  pass  below  the  lower  border  of  each  without  giving 
the  same  differentiation.  Both  organs,  when  nephrorraphy  is  de- 
manded, are  movable,  and  therefore  the  effect  of  respiration 
would  not  enable  us  to  distinguish  them,  as  it  would  if  we  were 
dealing  with  a  normal  fixed  kidney  and  a  movable  liver. 

I  think  it  also  desirable  that  no  attempt  should  be  made  by 
an  assistant  to  replace  the  kidney  by  pressure  through  the  ab- 
dominal wall  until  after  the  peri-nephric  fat  has  been  torn 
through.  Any  firm  organ  met  with  at  the  bottom  of  the 
wound,  before  the  kidney  is  pushed  back  into  its  place,  would 
probably  be  the  liver  rather  than  the  kidney,  if  the    movable 
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kidney  is  allowed  to  fall  away  from  its  normal  position  in  the 
loin. 

In  doing  the  operation  it  is  customary  and  desirable  to  place 
a  pad  or  pillow  under  the  patient,  in  order  to  widen  the  space 
between  the  twelfth  rib  and  the  crest  of  the  ilium.  But  care 
should  be  taken  that  this  pad  is  not  so  placed  as  to  press  the 
liver  down  opposite  the  opening  in  the  loin,  and  so  promote 
the  very  accident  of  which  I  have  just  been  speaking. 

In  two  cases  I  have  found  it  difficult  to  push  the  kidney  back 
opposite  to  the  incision,  but  have  succeeded  in  getting  hold  of 
the  kidney  by  the  following  manoeuvre:  An  assistant  steadied 
the  kidney,  which  I  could  just  touch  by  the  tip  of  my  finger  in 
the  iliac  fossa.  I  then  passed  a  tenaculum  along  my  finger,  as 
a  guide,  and  harpooned  the  kidney  by  it,  and  drew  it  up  to  the 
opening.  I  then  seized  it  anew  with  a  volsella.  In  two  cases 
ot  nephrorraphy  and  in  one  exploratory  operation,  the  amount 
of  traction  on  the  volsella  was  such  that  the  kidney  substance 
was  torn,  but  I  never  saw  any  ill  results  from  it,  not  even  any 
blood  in  the  urine. 

The  kidney  being  now  held  in  place,  four  methods  have  been 
used  for  its  fixation: 

As  is  summarized  in  an  excellent  paper  by  McCosh,  (A^.  Y. 
Med.  Jour.,  March  15,  1890,  p.  281): 

1.  The  sutures  may  be  passed  through  the  adipose  capsule 
alone. 

2.  They  may  be  passed  through  the  fibrous  capsule  of  the 
kidney  itself. 

3.  They  may  be  passed  through  the  parenchyma  of  the  kid- 
ney. 

4.  The  fibrous  capsule  may  be  stripped  off  the  kidney,  in 
order  to  obtain  a  raw  surface  of  renal  tissue,  by  means  of  which 
the  adhesions,  it  is  believed,  would  be  firmer.  The  sutures 
are  then  passed  through  the  parenchyma  and  capsule  just  in- 
side the  border  of  the  raw  surface. 

In  his  first  operation  in  1871,  Hahn  passed  the  sutures 
through  the  fatty  caosule  only.     (loc.  cit.) 

Dunning,  basing  his  conclusion  upon  observations  on  the 
lower  animals  and  in  man,  urges  that  this  should  be  the  meth- 
od employed,  because  the  attachments  of  the  adipose  capsule 
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are  more  intimate  than  generally  supposed,  and  because, 
though  intimate,  they  allow  a  normal,  slight,  but  important 
respiratory  movement  of  the  kidney.  If  the  fatty  capsule 
alone  is  sutured,  this  normal  movement  is  retained. 

Experience  has  shown,  however,  that  this  means  of  fixation 
is  less  efficient  than  the  third  and  fourth  methods.  In  15 
cases  so  treated,  there  was  failure  in  4,  improvement  in  2,  and 
a  cure  in  9  (60 /^  ). 

The  next  step  taken  by  Hahn,  in  1881,  was  to  pass  the 
stitches  through  the  fibrous  capsule  of  the  kidney  itself,  and 
this  gave  as  a  result  in  27  cases,  15  cures  (55.5  %),  improved  4, 
failure  in  7,  death  in  i.  But  the  percentage  of  failures  was 
still  such  as  to  lead  surgeons  to  seek  for  a  still  better  method. 
The  innocuousness  of  the  operation  was  so  assured,  that  great- 
er boldness  led  to  the  third  step,  viz:  passing  the  stitches  not 
only  through  the  capsule,  but  through  the  parenchyma  of  the 
kidney  itself,  first  done  by  Delhzes  in  1882  {Verhand,  XI, 
Detitsch  Chir.  Con^^trss,  1S82).  Naturally,  the  question  would 
arise,  to  what  extent  the  kidney  would  resent  such  traumatism, 
but  it  has  been  found  by  a  large  number  of  cases,  that  the 
presence  of  such  sutures  in  the  kidney  substance  does  no  harm, 
a  fact  which  has  been  clearly  demonstrated  by  the  experi- 
ments of  Bassini  [Anal.  Univ.  de  Med.  e  Cliir.  Milan,  1882,  p. 
281),  Vanneufville  [Nephrorrhaphie,  Paris,  1888),  and  Tuffier 
[Etudes  exp.  sur  la  Chir.  du  Rein,  Paris,  1889). 

Occasionally  blood  has  been  found  in  the  urine,  but  so  far 
as  my  personal  experience  goes,  it  is  rare.  A  temporary  al- 
buminuria is  much  more  common,  but  it  usually  yields  to  the 
ordinary  treatment.  Experience  in  man  therefore  confirms 
experiment  upon  animals.  This  method  has  given  in  59  cases 
cures  39  (66-(-%),  improvement  in  ii,  failure  in  8,  and  1  death. 

In  1887  Lloyd  (case  70)  operated  by  a  fourth  method.  He 
split  the  capsule  and  stripped  it  back  a  certain  distance,  so 
that  cicatricial  tissue  might  attach  the  raw  kidney  substance 
directly  to  the  surrounding  tissues,  and  Tuffier  (loc.  cit.)  has 
found  experimentally  that  such  adhesions  are  firmer  than  when 
the  smooth  unbroken  capsule  is  relied  upon.  The  stitches,  in 
order  better  to  hold  the  kidney,  should  be  passed  through  the 
portion  of  the  kidney  still  covered  with  its  capsule,  in  order  to 
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have  the  advantage  of  its  greater  strength,  lest  they  should 
tear  out. 

Five  cases  (Nos.  70,  90,  97,  103  and  116,  i  cured,  2  improved, 
I  result  doubtful,  i  failure)  have  been  operated  upon  by  this 
method.  The  number  of  cases  is,  as  yet,  insufficient  to  form 
a  judgment  as  to  its  merits,  but  so  far  it  is  not  encouraging.  I 
have  had  no  personal  experience  with  it,  and  so  far  I  have  had 
good  reason  to  be  entirely  satisfied  with  the  third  method, 
which  I  have  adopted  in  all  the  four  cases  that  I  have  operated 
upon.  Moreover,  of  all  these  methods,  we  must  remember 
that  experience  as  yet  is  limited.  It  is  certainly  true  that  for 
a  comparatively  long  time,  the  kidney  has  seemed  to  tolerate 
the  presence  of  sutures  in  its  substance  without  harm,  but 
whether  this  will  continue  for  years,  whether  such  sutures  will 
be  a  source  of  trouble  when  the  degenerative  changes  of  old 
age  take  place,  whether  their  apparent  innocuousness  will  give 
place  to  serious  disease  when  the  general  health  fails  from  any 
severe  intercurrent  malady,  still  remains  to  be  seen. 

The  place  where  it  shall  be  anchored  should  correspond 
nearly  to  the  normal  physiological  position,  but  it  will  proba- 
bly always  be  a  little  further  down.  If  the  conclusions  of 
Dunning  are  correct,  as  I  believe  they  are,  its  displacement  to 
the  lowest  limit  of  its  normal  respiratory  average  would  seem 
to  be  desirable,  so  as  to  relieve  it  from  undue  diaphragmatic 
pressure.  Certainly  I  should  be  opposed  to  the  method  of 
Ceccherelli  and  some  others  of  his  countrymen,  who  have  re- 
sected the  twelfth,  and  even  the  eleventh  rib,  in  order  both  to 
get  more  room  for  the  operation,  and  to  put  the  kidney  as 
nearly  as  possible  in  its  physiological  position.  The  slender 
advantage  of  such  a  resection  is  certainly  outweighed,  in  my 
opinion,  by  the  great  additional  danger,  and  I  should  regard  it 
as  bad  surgery  to  attempt  it  again.  One  of  the  four  deaths 
that  have  occurred  was  distinctly  due  to  wounding  the  pleura 
by  this  method.  Stitching  the  kidney  to  the  aponeurosis  will 
hold  the  kidney  sufficiently  well  and  obviate  any  necessity  for 
fastening  it  to  the  ribs,  as  was  done  by  Duret  {Bull.  Acad. 
Roy.  de  Belg.,  1889,  p.  440),  and  Tuffier  {loc.  cit.). 

Whatever  method  is  adopted,  it  is  as  plain  as  Frank  has 
pointed  out,  that  both  extremities    of  the   kidney   should    be 
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fixed  in  order  that  it  may  not  be  pendent  from  one  extremity 
only,  and  so  be  liable  to  torsion  and  other  movements.  I  have 
ordinarily  passed  six  sutures;  one  at  the  upper  end  and  one  at 
the  lower  end,  through  both  lips  of  the  wound,  penetrating 
through  the  kidney  substance  en  route.  Two  other  stitches  I 
have  usually  passed  between  one  lip  of  the  wound  and  the  an- 
terior part  of  the  kidney.  A  curved  Hagedorn  needle  in 
Abbe's  needle  holder  I  have  found  to  be  best.  The  stitches 
should  always  pass  through  the  muscular  aponeurosis  at  the 
edges  of  the  incision,  in  order  to  get  a  firm  hold. 

The  question  cf  the  material  for  the  sutures  is  an  important 
one.  Catgut,  which  was  used  in  the  earlier  operations,  is,  I 
think,  an  improper  material,  and  to  it  was  due  many  of  the 
early  failures.  Wire  would  certainly  not  answer.  Gould  and 
Norris  have  used  kangaroo  tendon  successfully.  Either  this  or 
silk-worm  gut,  or  aseptic  boiled  silk  are  the  best,  and  person- 
ally, I  prefer  the  silk.  I  have  used  it  in  all  my  own  cases  and 
it  has  answered  admirably. 

Again,  the  question  has  arisen  whether  the  sutures  shall  re- 
main temporarily  in  place,  or  whether  they  shall  be  left  per- 
manently. I  have  little  doubt  as  to  the  desirability  of  leaving 
them  permanently,  but  in  doing  so  we  must  remember  the 
large  number  of  silk  ligatures  that  have  given  rise  to  subse- 
quent trouble,  especially  in  abdominal  surgery.  In  two  cases 
in  this  table  (46,  53)  the  sutures  were  subsequently  discharged. 
Hence,  it  is  important,  I  think,  that  the  silk  should  be  as  fine 
as  possible,  but  thick  enough  to  be  strong. 

To  secure  stronger  adhesions  Thornton  (loc.  cit.)  advises 
that  the  areolar  tissue  be  stirred  up,  and  several  drainage 
tubes  be  introduced,  but  I  believe  that  the  latter  procedure  at 
least  is  needless. 

The  kidney  having  now  been  fixed  in  place,  what  shall  be 
done  with  the  wound?  Personally,  I  was  at  first  disposed  to 
close  it  and  drain,  but  even  the  slight  experience  I  have  had 
leads  me  to  believe  that  the  best  plan  is  to  leave  it  open,  and 
dress  it  with  ordinary  bichloride  or  double  cyanide  gauze. 
Within  24  hours  I  have  always  found  that  the  wound,  large  as 
it  seemed  at  the  time  of  the  operation,  has  been  almost  entire- 
ly closed  by  the  bulging  of  the  soft  parts  below  the  skin,  and 
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that  there  has  only  been  a  superficial  wound  which  would  cic- 
atrize in  the  course  of  ten  days  or  two  weeks.  Immediate 
closure  by  buried  catgut  sutures  to  unite  the  muscular  layers, 
and  superficial  interrupted  sutures  of  silk  for  the  skin  (Senn 
case,  No.  io8)  will  also  do  well. 

The  open  method  secures  the  best  possible  drainage,  and  if 
the  operation  be  an  aseptic  one,  there  should  be  scarcely  any 
rise  in  temperature  and  but  little  discomfort. 

One  source  of  discomfort,  however,  I  have  found  very 
marked  in  two  cases,  and  Weir  has  alluded  to  the  same 
trouble.  The  incision  crossed  the  path  of  the  ileo-hypogastric 
nerve,  and  in  the  cases  alluded  to,  the  patients  complained  of 
a  great  deal  of  pain  in  the  hip  and  groin  of  the  corresponding 
side,  which  I  presume  was  due  to  injury  of  this  nerve.  As  the 
nerve  is  entirely  one  of  sensation,  if  I  again  find  it  m  my  path, 
and  exposed  to  probable  injury,  I  should  divide  and  exsect 
two  or  three  inches  of  the  nerve.  The  local  anaesthesia  that 
would  follow,  I  believe  is  ot  no  importance,  but  the  pain,  which 
sometimes  follows,  is  a  serious  inconvenience  to  those  in  whom 
it  has  existed. 

After  Treatment. — The  after  treatment  of  the  wound  itself  is 
very  simple,  and  need  not  vary  from  that  which  is  ordinarily 
used  for  other  such  wounds.  A  more  important  matter  is  the 
question  of  recumbency  after  the  operation,  in  order  that  the 
adhesions  shall  become  firm,  and  not  be  in  danger  of  giving 
way.  The  patient  should  not  be  allowed  to  sit  up  until  at 
least  four  weeks  have  elapsed  from  the  time  of  operation.  This, 
I  think,  is  ample  time  for  the  formation  of  reliable  adhesions, 
but  too  many  cases  have  suffered  from  relapse  not  to  put  the 
careful  surgeon  on  his  guard  against  the  possibility  of  their 
yielding. 

Should  a  relapse  occur,  a  second  nephrorrhaphy,  and,  if  need 
be,  even  a  third  should  be  done  before  the  question  of  nephrec- 
tomy is  raised,  unless  there  be  some  disease  of  the  kidney, 
which  would  render  its  extirpation  justifiable.  Subsequent  ne- 
phrectomy was  done  in  four  cases  (i,  25,  66,  85). 

When  the  patient  begins  to  go  about,  a  snug-fitting  elastic 
bandage,  with  or  without  a  pad,  should  be  worn  for  several 
months,  and  possibly  longer,  so  as  to  support  the  kidney  in  its 
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new  position,  and  the  patient  should  be  on  her  guard  against 
Hfting  heavy  weights,  jumping,  running,  dancing,  gymnastics, 
or  other  violent  exercise, for  a  year  or  two  after  the  operation, 
lest  the  same  violence  which  may  have  produced  the  difficulty 
should  reproduce  it. 

Ultimate  Results. — Finally,  we  may  consider  the  question  of 
the  definite  results  achieved  by  the  operation.  Four  deaths 
have  occurred  in  134  operations.  On  analyzing  these  fatal 
cases  we  find  that  one  (Xo.  21)  as  has  already  been  stated, 
was  due  to  imprudent  surgery  (Ceccherelli's  case),  by  fasten- 
ing the  stitches  around  the  twelfth  rib.  (In  one  of  Hahn's 
cases  suppuration  of  the  wound  was  followed  by  purulent  pleu- 
risy, which,  however,  recovered  after  appropriate  treatment.) 
A  second  case,  Hahn's  (Xo.  83),  was  not  due  to  the  operation, 
but  to  an  unrelieved  ileus.     Death  occurred  in  two  days. 

A  third  death,  that  of  Langenbach  (Xo.  107),  was  due  to  an 
accident,  as  one  of  the  stitches  passed  through  an  old  embolic 
infarct  of  the  kidney,  which  caused  death  from  septicaemia  in 
three  days. 

The  fourth  death,  that  of  Mr.  Tait  (Xo.  36,  ^j ,  or  38),  was 
due  to  suppuration,  presumably  a  result  of  the  operation.  But 
suppuration  will  be  a  rare  complication  if  the  operation  be  done 
aseptically. 

The  mortality  of  the  operation,  therefore,  per  se,  is  at  worst 
only  about  2  or  3  per  cent,  which  renders  it  one  of  the  least 
dangerous  operations  ot  surgery.  When  we  consider  the  se- 
rious symptoms,  the  frequently  severe  pain,  or,  at  least,  long 
discontmued  discomfort,  incapacitating  the  patient  for  the  or- 
dinary avocations  of  life,  and  not  seldom  resulting  in  hysteria, 
hypochondriasis,  and  even  melancholia,  it  would  seem  that  re- 
lief is  purchased  by  but  very  slight  risk.  Moreover,  as  I  have 
pointed  out,  the  danger  from  hydronephrosis,  if  nothing  be 
done,  is  very  serious,  and 'probably  even  greater  than  that  of 
the  operation  itself. 

Comparing  this  with  nephrectomy,  which  has  given  a  mor- 
tality of  from  25  to  30  per  cent,  it  would  seem  very  evident 
that  no  conscientious  surgeon  should  recommend  nephrectomy 
for  a  mobile  kidney,  until  nephrorrhaphy  has  been  given  a  fair 
and  thorough  trial. 
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I  append  to  this  paper  a  table  of  all  the  cases  that  have  been 
recorded  up  to  the  present  time  in  surgical  literature,  so  far  as 
I  have  been  able  to  find  them,  and  to  them  have  been  added  a 
few  cases,  for  which  I  am  indebted  to  the  courtesy  of  Mr. 
Henry  Morris  of  London,  and  other  friends,  with  three  of  my 
own  cases,  not  before  published. 

The  table  has  been  prepared  with  great  care  by  Dr.  Thomp- 
son S.  Westcott,  to  whom  I  desire  to  express  my  hearty 
thanks.  Just  after  it  was  completed,  Dr.  A.  J.  McCosh's  ex- 
cellent paper  appeared.  I  should  not  have  published  Dr. 
Westcott's  table,  but  that  it  contains  a  considerable  number  of 
additional  cases,  and  covers  a  somewhat  larger  field.  It  also 
corrects  some  minor  errors  in  Dr.  McCosh's  paper.  For  ex- 
ample, in  quoting  my  first  case  of  nephrorrhaphy  (No.  74  of 
his  table)  he  states  that  the  sutures  were  passed  through  the 
capsule  only;  whereas,  they  were  passed  through  the  paren- 
chyma as  well  as  through  its  capsule.  And  in  Hahn's  20 
cases,  reported  by  Frank,  McCosh  has  unintentionally  intro- 
duced a  new  operation  in  surgery,  that  of  auto-nephrorrhaphy, 
by  giving  the  name  of  the  patient  as  the  operator — a  correc- 
tion which  I  am  sure  Dr.  McCosh  will  be  kind  enough  to  ac- 
cept. 
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ANALYSIS    OF    TABLES. 

In  ^he  large  table  the  abbreviations  are  as  follows  : 

C. — Cured  permaiieiitlj'. 

I . — improved  permanently. 

T.   I. — Improvementlasting  for  a  time  butrelapsing  in  a  few  months. 

F. — Failure  of  fi.xation  of  kidney  after  a  few  weeks. 

X.   I  — Not  improved  by  operatio  ',  but  kidney  remaining  fast. 

In  the  smaller  tables  T.  I.,  N.  I.,  and  F.  are  classed  as  failures. 

Of  134  cases  recorded  4  died,  giving  a  mortality  of  2.98  per  cent. 

Of  121  cases  detailed,  there  were  alter  3  months: 

t-ured63 52  per  cent 

Improved  21 i7-3        " 

Failed  19 17  3         " 

Beside  these  there  remain  unclassified 

Cases  reported  too  early,  (29)   and   (69) 2 

Cases  cured  or  improved  by  a  second  operation,  (2),  (5),  (23    and  (105)     4 

Imperfectly  reported,  { 103 1 i 

Died,  (21),  (38),  (83)  and  (107) 4 


Of  15  cases  treated  by  suture  of  fatty  capsule  only,  there  were: 

Cured,  9 6°      per  cent. 

Improved,  2 i3-3 

Failures,  4 26.6         " 

Of  27  cases  treated  by  suture  through  the  fibrous  capsule,  there  were: 

Cured,  15 55-5  percent. 

Improved,  4 i4-8 

Failures,  7 25-9  " 

Died,  1 3-7  " 

Of  =9  cases  treated  by  suture  through  the  kidney  substance,  there  were; 

Cured,  39 66.1  percent. 

Improved,  11 18.6         " 

Failures,  8 i3-5 

Died,  1 1.7  " 

Of  99  patients  whose  sex  is  reported,  there  were: 

Women,  93 94  per  cent. 

Men,  6 6  " 

Of  87  patients  in  whom  the  side  affected  is  reported,  there  were: 

Right,  76 87.4  per  cent. 

Left,  7 8. 

Both  sides,  4 4-6  " 


I  have  operated  upon  the  following  cases: 

Case  i. — (Trans,  of  the  Philadelphia  County  Medical  Society,  vol. 
X.,  1889  and  Medical  News.  April  20,  1889)  was  a  successful  case  of 
nephrorrhaphy  for  floating  (?)  kidney.  Her  present  condition  is  en- 
tirely satisfactory  alter  the  lapse  of  18  months. 

Case  2. — Mrs.  F.  M.,  seen  May  16,  1889,  get.  27  years;  5  feet,  6 
inches;  weight  115  pounds;  married  at  19;  one  child  7  years  old. 

Three  years  ago  she  had  an  operation  for  laceration  of  the  cervix, 
by  Dr.  W.  T,  Lusk,  of  New  York,  who   also  made  a  diagnosis  of  re- 
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troversion  of  the  uterus,  and  movable  kidney.  Ever  since  childhood 
she  has  had  a  ''queer  feeling  as  if  sVe  were  not  right  in  the  right  loin 
and  back,"  Her  back  was  weak,  especially  on  exertion.  These 
symptoms  became  much  worse  since  the  birth  of  her  child.  Two 
years  ago,  she  fell  from  a  step-ladder  while  cleaning  house,  and  was  in 
bed  several  days  with  pain  in  the  back.  A  year  ago,  she  had  an  at- 
tack of  excessively  severe  pain  in  the  pit  of  the  stomach  attended  by 
vomiting.  While  abed  in  this  attack,  she  discovered  a  lump  on  the 
right  side.  A  month  later  she  had  another  severe  attack  of  epigastric 
pain  following  reaching  to  a  height.  Since  then  there  has  been  pain 
in  the  tumor.  She  has  had  many  symptoms  of  acid  dyspepsia,  with  a 
good  deal  of  eructation  and  canker  sores  in  the  mouth.  At  first  the 
tumor  was  very  tender  at  times,  and  painful,  but  this  has  improved  to 
some  extent,  since  she  has  worn  a  flannel  binder,  as  recommended  by 
Dr.  Lusk. 

At  Christmas,  1888,  she  had  a  severe  attack  of  continuous  pain  last- 
ing for  three  weeks,  attended  by  great  nervousness,  which  she  attri- 
buted to  renal  trouble.  Menstruation  is  \ery  painful,  and  always  at- 
tended with  clots.     There  is  no  leucorrhoea. 

Physical  examination  shows  a  tumor  the  size  and  shape  of  a  kidney. 
Usually  it  lies  in  the  right  iliac  fossa,  but  can  be  pressed  back  into  the 
loin,  and  up  to  the  umbilicus.  It  is  moderately  tender.  Percussion 
shows  a  moderately  tjmpanitic  sound  in  the  right  loin. 

Ui  ine.—  ^Y'-  &•  1024;  slight  amount  of  albumin.  Her  physician 
states  that  she  has  had  albumin  at  different  intervals. 

Septeinber  16,  jSSg.—  Vxtitni.  Drs.  W.  J.Taylor,  Girvin,  Fritts  and 
others.  Chlorcfoim  was  administered  instead  of  ether  on  account  of 
the  intermittent  albuminuria.  The  patit  nt  was  turned  well  over  on  to 
her  lelt  side,  and  a  fiim  pillow  was  placed  under  the  abdomen.  An 
assistant  made  pressure  over  the  anterior  surface  of  the  abdomen,  to 
push  the  kidney  into  position. 

The  space  between  the  twelfth  rib  and  the  crest  of  the  ilium  was 
about  four  inches  long  I  made  an  incision  about  four  and  one-half 
inches  1<  ng.  beginning  at  a  point  two  and  one-half  inches  to  the  right 
of  the  middle  line,  running  obliquely  downward  at  about  the  middle 
of  this  space. 

As  soon  as  the  aponeurosis  was  divided,  the  perinephric  fat  bulged 
into  the  cpering  Tearing  through  this,  a  hard  body  was  felt  beyond. 
When  exposed,  its  color  aroused  my  suspicion  as  it  was  far  darker 
than  the  kidney.  Exploring  downward,  to  my  surprise,  I  found  that 
it  was  the  liver,  and  on  seeking  its  lower  border,  I  found  it  lay  below 
the  crest  of  the  ilium. 
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With  the  greatest  difficulty  I  was  able  to  reach  the  kidney,  which 
lay  as  far  down  as  possible  in  the  right  iliac  fossa.  I  was  not  able  to 
reach  it  sufficiently  well  to  bring  it  up  to  the  incision,  but  having  fixed 
it  by  my  fingers,  I  was  able  to  pass  a  tenaculum  on  them  as  a  guide, 
and  harpoon  it.  By  this  means  I  drew  the  kidney  up  into  the  wound 
and  held  it  there.  I  then  passed  four  boiled  silk  sutures  through  the 
aponeurosis  on  each  side  of  the  wound,  and  through  the  parenchyma 
of  the  kidney.  These  held  it  fixed  In  this  position  it  blocked  up 
and  closed  both  the  small  opening  in  the  peritoneum  and  that  of  the 
lumbar  wound. 

The  muscular  walls  of  the  opening  were  then  brought  together  by 
buried  cat-gut  sutures,  and  the  skin  was  united  by  silk  sutures.  A 
few  strands  of  horse  hair  were  introduced  for  drainage.  An  abundant 
sublimate  dressing  was  then  applied,  and  the  patient  put  to  bed  in 
very  good  condition.     Only  two  ounces  of  chloroform  were  used. 

Immediately  after  the  operation  she  had  excessive  pain  at  the  pit 
of  the  stomach,  radiating  from  the  epigastrium  to  the  right  shoulder, 
with  considerable  belching  of  gas.  It  was  so  severe  that  her  physi- 
cian, Dr.  Fritts,  who  stayed  with  her,  administered  one-half  grain  mor- 
phia. The  pain,  and  vomiting  which  accompanied  it,  continued  stead 
ily  for  about  four  days;  by  this  time  her  bowels,  which  had  been 
greatly  constipated  by  the  morphia,  were  freely  moved  by  bitartrate  of 
potash,  and  as  soon  as  this  was  accomplished  the  pain  ceased.  Her 
highest  temperature  slightly  exceeded  ioo°  only  twice,  and  was  down 
to  the  normal  on  the  fourth  day.  On  the  fourth  day  the  stitches  were 
removed,  and  the  wound  was  apparently  all  healed.  Up  to  the  time 
when  her  bowels  were  moved,  I  had  been  very  anxious  lest  the  pain 
and  vomiting  were  the  precursors  of  peritonitis  caused  by  my  uninten- 
tional opening  of  the  peritoneum,  but  the  low  temperature,  and  lack  of 
tenderness  over  the  abdomen,  and  finally  the  relief  which  she  obtained 
from  the  free  opening  of  the  bowels,  relieved  my  apprehensions.  The 
attack  was  similar  to  her  other  severe  attacks  of  the  gastric  disturb- 
ance in  the  past. 

On  the  sixth  day  the  wound  reopened,  discharging  a  considerable 
amount  of  dark  fluid,  which  was  evidently  disintegrated  blood.  There 
were  probably  two  ounces  in  amount.  It  continued  to  discharge  in  a 
gradually  diminishing  amount,  until  the  end  of  the  second  week.  At 
that  time  it  ceased,  and  the  wound  finally  closed.  This  delay  in  the 
closure,  and  accumulation  of  blood  in  the  wound  was  due  undoubt- 
edly to  the  failure  of  my  attempt  to  secure  union  practically  without 
drainage. 
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November  \y — Three  weeks  having  passed  since  the  other  opera- 
tion, I  to-day  shortened  the  round  ligaments  of  the  uterus  for  the  in- 
tractable retroversion.  I  had  no  trouble  in  finding  the  ligaments; 
there  were  no  adhesions  of  the  uterus,  but  whether  there  were  any  ad- 
hesions about  the  round  ligaments,  I  do  not  know.  Certain  it  is,  that 
on  the  right  side  the  ligament  was  drawn  out  with  great  difficulty,  and 
required,  in  fact,  a  force  almost  sufficient  to  rupture  it.  The  uterus 
was  lifted  into  place  by  a  sound,  and  at  the  close  of  the  operation  was 
supported  by  a  suitable  Albert  Smith  pessary.  Each  ligament  was 
shortened  about  one  and  three  quarter  inches,  and  secured  to  the  pil- 
lars of  the  ring  by  three  silk  sutures;  the  remaining  slack  was  coiled 
up  and  laid  in  the  wound.  No  reaction  followed  the  operation,  and 
on  the  seventh  day  the  superficial  stitches  were  removed,  and  the 
wound  was  well.  I  kept  her  in  bed  for  five  weeks  from  the  first  oper- 
ation on  the  kidney.  Shortly  afterward  she  went  home  perfectly  com 
fortable,  though  not  up  to  her  usual  strength  of  course.  I  gave  her 
careful  directions,  not  to  dance  or  lift  heavy  weights,  to  avoid  false 
steps,  etc.,  and  report  to  me  monthly  for  about  three  months,  at  which 
time  I  hoped  to  remove  the  pessary. 

April  21,  i8go. — Soon  after  the  operation,  a  bUnd  spot  appeared 
in  one  eye,  and,  two  months  ago,  in  the  other.  Dr.  Harlaa,  who  ex- 
amined the  eyes,  reports  the  media  and  fundus  clear,  with  hyperme- 
tropia  and  asthenopia.  Her  general  health  is  excellent,  with  the  ex- 
ception of  marked  nervousness.  The  kidney  is  perfectly  in  place,  and 
she  has  not  the  least  trouble  from  it.  The  result  in  general  is  most 
satisfactory. 

Case  3. — Miss  T.,  aet  31  years,  was  seen  February  14,  1890  ,  Jeffer- 
son Medical  College.  Clerk  in  dry-goods  store  for  twelve  years.  Has 
been  an  invalid  for  three  years.  At  that  time  when  reaching  upward 
for  a  bale  of  goods  she  felt  something  give  away  m  her  right  loin. 
In  addition  to  this  feeling  she  distinctly  '-heard  a  snap."  She  has  had 
pain  there  ever  since.  She  could  not  even  lift  a  light  package  of 
goods  after  this.  Her  back  gives  out,  and  very  often  she  can  hardly 
raise  herself.  Intense  pain  in  the  back  and  universal  weakness  char- 
acterize these  attacks,  which  come  on  from  time  to  time.  The  legs,  es- 
pecially the  right  one,  seemed  also  to  give  out,  and  she  could  only 
walk  a  few  steps  at  a  time  Sometimes,  when  lying  down,  the  legs 
would  have  to  be  flexed 

After  the  attack,  she  recovered  sufficiently  to  half  do  her  work  at 
the  store  for  a  short  time;  but  was  compelled  soon  afterward  to  give  it 
up,  and  has  lead  a  miserable  life  since. 
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She  has  had  no  pai  n  on  the  'eft  side;  suffers  constantly  with  severe, 
nervous  headaches,  and  especially  pain  in  her  right  eye. 

In  the  summer  of  1889,  for  the  first  time,  she  discovered  a  lump  in 
the  abdomen.  It  changes  its  position  with  her  change  of  posture; 
when  lying  on  the  right  side  it  lies  under  the  right  border  of  the  ribs; 
when  standing,  it  lies  below  the  umbilicus,  in  the  right  ihac  fossa;  if 
she  turns  on  the  left  side,  it  falls  "sometimes  with  a  thud,  as  though  it 
stayed  in  the  right  side  for  a  moment,  and  then  fell."  It  can  be 
pressed  to  the  left  of  the  middle  line.  It  is  hard,  sHghtly  tender, 
markedly  so  at  one  point;  it  is  about  the  size,  and  obscurely  about  the 
shape,  of  the  kidney.  A  vessel  can  be  felt  pulsating  at  its  border,  but 
the  hilum  can  not  be  distinctly  made  out. 

Percussion  in  the  loin  gives  a  slightly  more  tympanitic  note  on  the 
right  side  than  on  the  left,  but  this  is  not  very  marked.  The  tumor 
can  be  easily  pressed  back  into  the  position  of  the  right  kidney. 

She  cannot  lie  on  the  left  side  without  a  sense  of  suffocation,  which 
even  awakens  her  from  sleep.  Her  general  health,  apart  from  her 
weakness  and  pain,  is  fair.  Her  menstruation  is  somewhat  irregular. 
Her  fluctuations  of  feeling  well  and  of  great  prostration  are  very  sud- 
den and  unaccountable. 

Operation.— In  my  clinic  at  the  Jefferson  Medical  College  Hospital, 
February  19,  1890.  The  usual  lumbar  incision  was  done.  As  soon 
as  the  perinephric  fat  was  torn  through  the  kidney  was  discovered 
without  difficulty.  I  was  able  to  sweep  my  finger  around  the  upper 
border  of  the  kidney,  and,  by  depressing  it,  to  see  the  slow,  rythmic, 
respiratory  movement  of  the  liver  through  the  thin  peritoneum.  The 
kidney  was  not  only  moved  with  the  respiration,  but  when  the  pres- 
sure by  the  abdominal  hand  was  withdrawn,  the  kidney  slipped  out  of 
place,  and,  also,  out  of  sight,  so  that  it  had  to  be  harpooned  with  a 
tenaculum  before  it  could  be  brought  up  into  the  wound. 

The  kidney  was  normal  both  to  touch  and  sight.  It  was  fastened 
by  six  silk  sutures,  two  through  the  anterior  lip  of  the  wound,  two 
through  the  posterior,  and  one  at  each  end. 

After  the  operation  her  highest  temperature  was  99.8°,  a  rise  of 
only  .2°,  and  it  reached  the  normal  on  the  third  day.  The  catheter 
was  required.  She  had  considerable  pain  running  from  the  kidney 
down  into  the  right  groin  She  made  an  uninterrupted  recovery  with- 
in ten  days,  but  was  kept  on  her  back  for  four  weeks.  At  the  time  of 
leaving  the  hospital  the  kidney  was  normal  in  position,  and  very 
slightly  tender.  The  wound  in  the  loin  was  a  cicatrix  as  wide  as  the 
little  finger.  The  ovary  in  Douglas'  cul-de-sac  was  only  slightly  ten- 
der.    Her  nervousness  was  much  better;  in  fact  nearly  gone. 


NEPHPORRHAPHY.  113 

April  30,  1890.  After  returning  home  she  had  a  severe  intestinal 
attack,  but  on  recovering  from  this  regained  her  appetite  and  is  gain- 
ing strength.  The  kidney  is  perfectly  comfortable,  though  it  is  still 
sore.  All  the  pains  prior  to  operation  are  gone.  She  is  able  to  walk 
about  but  not  yet  very  far. 

Case  IV. —  A.  G.,  referred  to  me  by  Dr.  O.  H.  Allis,  February  26, 
1890. 

The  patient  was  a  physician,  set.  25  years,  nearly  six  feet  tall; 
weight  130  lbs.;  his  best  weight  165  lbs.  three  years  ago. 

Family  history  negative,  except  that  his  grandfather  died  of  phthisis. 
His  general  health  was  good  up  to  two  years  ago,  when  aching  began 
in  the  right  loin.  This,  he  at  first  thought,  was  muscular.  Examina- 
tion of  the  urine  soon  showed  albumin  in  considerable  quantity  with 
tube  casts.  Basham's  mixture  seemed  to  do  him  good,  but  did  not 
relieve  the  pain  in  the  loin.  A  diagnosis  of  Bright's  disease  was  made 
by  two  eminent  physicians. 

In  February,  1889,  he  was  obliged  to  relinquish  all  professional 
work,  as  any  exertion,  especially  driving,  increased  the  pain.  There 
was  always  a  tired  feeling  in  the  right  loin,  which  often  passed  into  a 
lancinating  pain'so  severe  as  to  cause  him  to  take  his  bed.  These 
pains  radiated  to  the  right  groin,  and  were  only  relieved  by  hypoder- 
matics of  morphia,  which  was  required  in  doses  up  to  one  grain.  He 
had  slight  fever.  He  never  passed  calculi  or  gravel.  After  an  attack 
of  pain  he  often  passed  blood,  but  never  at  other  times.  Microscopi- 
cal examination,  however,  has  frequently  showed  blood  in  the  urine, 
between  the  attacks.  These  attacks  of  pain  now  occur  as  often  as 
once  a  week.  No  albumin  is  found  in  the  urine,  as  a  rule,  except  af- 
ter an  acute  attack,  when  it  instan  ly  appears.  His  condition  was  so 
serious  that  unless  he  obtained  relief  it  seemed  certain  he  would  suc- 
cumb before  long. 

Prof  Holland  examined  the  urine  with  the  following  result:  Reac- 
tion alkaline;  odor  putrid;  sp.  g.  1022;  quantity  40  oz.;  large  amount 
of  albumin  with  copious  deposits  of  oxalate  of  lime;  pus  corpuscles 
phosphates;  granular  and  hyaline  tube  casts;  urea  and  urates  normal 
in  amount;  no  sugar  or  bile.     Diagnosis:  pyeHtis  and  Bright's  disease. 

On  pliysical  examination  the  right  kidney  was  found  to  be  tender 
even  on  slight  pressure.  No  mobility  of  the  kidney  was  detected.  I 
regret  to  say,  however,  that  no  examination  was  made  in  various  pos- 
tures to  determine  whether  the  kidney  was  movable  or  not.  His  suf- 
ferings were  so  great  that  it  did  not  seem  possible  that  they  could 
come  from  anything  else  than  serious  orgaiiic  disease  of  the  kidney. 
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Himself  and  his  father,  both  physicians,  as  well  as  Dr.  Allis,  came 
to  the  conclusion  that  probably  there  was  a  calculus  in  '.he  kidney;  in 
which  conclusion  I  concurred,  as  the  most  probable  cause  of  the  pres- 
ent trouble,  though  I  thought  possibly  there  was  only  a  pyelitis  or  tu- 
bercular disease.     Movable  kidney  did  not  occur  to  us. 

I  recommended  that  an  exploratory  operation  be  done,  with  a  view 
of  evacuating  the  pus  or  removing  the  stone  (if  any  were  present),  and, 
secondly  to  examine  the  kidney  itself,  and  do  nephrectomy,  if  the  con- 
ditions were  such  as  to  require  it. 

Operation,  March  6,  1890,  assisted  by  Drs  O.  H.  Allis  and  W.  J. 
Taylor.  I  used  chloroform  instead  of  ether,  on  account  of  the  albu- 
minuria. There  was  nothing  peculiar  in  the  operation  until  the  kidney 
was  reached.  The  moment  it  was  discovered,  it  was  seen  to  be  ex- 
ceedingly movable.  It  moved  up  and  down,  with  an  excursion  ot  not 
less  than  two  inches  at  each  respiration,  and  it  was  easily  displaced  by 
pressure  with  the  fingers.  Its  appearance  was  normal.  The  kidney 
was  separated  from  its  fatty  capsule  by  the  finger,  which  was  passed 
over  both  its  surfaces.  Its  pelvis  as  well  as  its  substance  was  exam- 
ined, but  no  stone  was  detected.  1  here  was  no  spot  of  unusual  hard- 
ness or  softness;  in  fact,  nothmg  abnormal  was  discovered,  excepting 
the  mobility. 

I  seized  it  with  a  volsella  at  the  lowest  portion  and  made  an  incision 
into  the  pelvis  of  the  kidney.  The  cavity  of  the  pelvis  and  calices 
were  thoroughly  explored  by  the  finger.  No  stone  detected,  nor  any 
pus.  The  bleeding  was  free,  but  not  at  all  alarming.  Fmding  noth- 
ing to  justify  the  removal  of  the  kidney,  I  determined,  m  view  of  its 
mobility,  to  fasten  it  at  once  by  means  of  six  silk  sutures— one  at  the 
upper  end,  and  one  at  the  lower  end  of  the  wound,  two  on  its  anterior 
and  two  on  its  posterior  surfaces.  All  of  these  sutures  were  passed 
thiough  the  substance  of  the  kidney.  The  wound  was  then  packed 
with  iodoform  gauze,  and  an  ample  sublimate  dressing  applied. 

After  the  operation,  the  pain  was  very  great,  requiring  morphia  in 
half  grain  doses,  up  to  as  much  as  three  grains  per  diem.  The  oozing  was 
continuous  for  the  first  four  or  five  days,  requiring  two  dressings  daily. 
Considerable  blood  also  appeared  in  the  urine,  with  some  small  clots. 
The  blood  disappeared  from  the  urine  at  the  end  of  a  week.  The 
passage  of  the  clots  down  the  ureter  caused  severe  attacks  ot  pain,  pre- 
cisely like  those  he  had  suffered  from  previously.  His  temperature 
went  as  high  as  103°.  but  fell  to  the  normal  on  the  twelfth  day.  His 
stomach  was  very  irritable,  and  he  was  exceedingly  weak. 

On  the  fifth  and  sixth  days  after  the  operation,  it  appeared  doubtful 
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whether  he  would  recover,  and  it  was  decided  to  send  him  home,  in 
order  that  he  might  at  least  die,  surrounded  by  his  friends.  He  was 
carried  home  by  boat,  with  great  care,  and  reached  there  without  mis- 
hap. For  several  days  it  was  still  doubtful  whether  he  would  recover, 
but  on  the  twelfth  day  his  temperature  fell  to  normal;  the  pain,  though 
still  constant  and  severe,  was  less  than  before,  and  he  began  to  gain 
in  strength.  The  dressings  now  had  to  be  changed  more  frequently, 
sometimes  as  often  as  once  in  three  hours,  on  account  of  being  wet 
with  urine. 

On  the  twelfth  day  his  stomach  was  able  to  bear  solid  food,  in  small 
amounts,  and  his  appetite  increased.  His  father  attributed  much  of 
his  pain  to  a  malarial  element  in  his  constitution,  which  several  times 
had  given  him  trouble      Quinine  relieved  it  to  bome  extent. 

On  about  the  eighteenth  day  the  wound  was  healing  very  well,  and 
he  sat  up  in  his  chair  for  an  hour.  From  this  time  on  his  condition 
improved  almost  daily.  He  gamed  in  strength,  and  soon  l^egan  to 
walk  about;  his  pain  diminished  very  much,  and  in  a  month  one-sixth 
of  a  grain  of  morphia  did  him  as  much  good  as  one  grain  did  just 
prior  to  the  operation.  At  the  end  of  six  weeks  the  wound  was  entirely 
well.     The  urine  was  clear,  with  no  albumin  and  no  tube  casts. 

May  6,  1890.  Just  two  months  after  the  operation  he  called  at  my 
ofifice.  The  wound  was  healed,  except  a  pea-sized  spot  of  granula- 
tions. For  a  month  he  has  been  entirely  free  from  all  pain  and  has 
taken  no  morphia  whatever.  He  has  gained  10  pounds  in  weight.  This 
case  was  by  far  the  severest  in  suffering  and  the  most  serious  in  prog- 
nosis I  have  ever  seen.  Not  the  health  and  comfort,  but  life,  itself,  was 
threatened.  In  fact  death  seemed  only  a  question  of  time.  The  al- 
bumin and  tube  casts  seem  to  have  been  due  entirely  to  the  movable 
kidney.     Thus  far  the  result  has  been  most  satisfactory. 


PUPTURE     OF      MIDDLE      MENINGEAL      ARTERY 
WITHOUT     FRACTURE.     LIGATURE     OF 
COMMON     CAROTID     ARTERY 
FOR     SECONDARY     HEM- 
ORRHAGE. 

By  JOSEPH  RANSOHOFF,  M.D.,  F.R.C.S..  Eng. 

OF  CINCINNATI. 
PROF.  OF  ANATOMY  AND  CLINICAL  SURGERY,  MKDICAL  COLLEGE  OF  OHIO. 

ON  MARCH  12  Jos.  B.,  ?et.  28,  merchant,  fell  from  a  ladder  into 
a  shaft.  Height  of  fall,  about  8  feet.  When  assistance,  which 
was  close  at  hand,  reached  him,  he  was  perfectly  conscious,  complain- 
ing only  of  severe  pain  in  the  forearm.  Dr.  Charles  Kearns,  who  was 
summoned,  recognized  a  Colles  fracture,  and  after  dressing  it  sent  the 
patient  to  his  home,  a  distance  of  two  miles  from  the  site  of  the  acci- 
dent. At  no  time  during  a  full  week  from  the  date  of  the  fall  did  the 
patient  complain  of  a  headache,  nausea,  vomitmg,  or  indeed  anything 
indicative  of  head  injury.  He  walked  about  the  house  and  the  streets, 
transacted  some  business;  ate  well,  slept  well,  and  apj^eared  in  his 
usual  mental  condition.  On  the  morning  of  the  eighth  day,  after  a 
good  night,  he  descended  to  the  dining  room,  complaining  of  some 
headache.  A  cup  of  coffee  was  taken  but  rejected.  Seeking  relief  in 
sleep,  the  patient  lay  down  upon  a  couch,  where  he  at  once  lapsed 
into  a  condition  of  unconsciousness  from  which  he  could  not  be 
roused. 

Three  hours  later  I  saw  him,  in  consultation  with  Drs.  Kearns  and 
Nickles.  His  breathing  was  stertorous  and  28  per  minute;  pulse  40 
and  full;  temperature  normal;  coma  profound;  conjunctival  and  cuta- 
neous reflexes  entirely  wanting;  irregular  twitching  and  tossing  move- 
ments affected  the  face  and  extremities  on  both  sides  of  the  body 

There  was  neither  mono-  nor  hemiplegia.  The  right  pupil  was  small 
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and  sluggish;  the  left  dilated  almost  at  maximum  and  fixed.  The  urine 
removed  by  catheterization  had  a  specific  gravity  of  1040  and  gave 
the  sugar  reaction  to  both  Trommer's  and  Boettger's  tests.  A  careful 
examination  of  the  head  failed  to  reveal  evidences  ot  trauma. 

Although  the  clinical  picture  was  that  of  cerebral  compression  from 
sub-cranial  haemorrhage,  and  not  that  of  diabetic  coma,  the  possible 
presence  of  the  latter  condition  could  not  be  excluded.  A  drop  of 
croton  oil  was  therefore  administered  tor  its  derivative  effects. 

During  the  five  hours  following  the  first  examination,  the  pulse  had 
risen  to  70;  the  temperature  to  101°  in  the  rectum.  The  coma  re- 
mamed  unchanged.  Respiration  stertorous  as  before.  In  expiration 
a  slight  paresis  of  the  right  cheek  seemed  discernible  to  one  of  the 
consultants.     It  certainly  was  not  pronounced. 

Recognizing  in  the  increasing  pulse-rate  and  rising  temperature 
further  evidences  of  haemorrhage  and  speedy  dissolution,  it  was  con- 
cluded to  trephine  over  the  left  meningeal  artery.  When  the  scalp  was 
shaved,  it  showed  no  trace  of  recent  injury.  It  was  rendered  thor- 
oughly aseptic  and  bandaged  to  prevent  haemorrhage. 

A  semilunar  flap,  with  base  below,  was  then  made,  its  centre  being 
just  two  inches  behind  and  on  a  level  with  the  external  angular  pro- 
cess. On  exposing  a  large  portion  of  the  temporal  fossa,  no  trace  of 
either  fracture  or  fissure  was  seen.  A  bluish  tinge  of  the  squamous 
portion  of  the  temporal  bone  gave  certainty  of  a  clot  underneath.  The 
removal  of  a  small  button  of  bone  from  this  point  was  followed  by  a 
very  copious  flow  of  dark  fluid  blood,  on  the  cessation  of  which  a  clot 
was  exposed  which  was  too  firm  to  be  removed  through  the  small  tre- 
phine opening.  This  was  enlarged  with  rongeur  forceps  until  it  meas- 
ured two  inches  in  its  antero-posterior  and  one  inch  in  its  vertical  di- 
ameter. The  firmness  of  the  clot  resisted  irrigation.  It  had  to  be 
scooped  out  with  the  finger,  and  measured  about  6  fluidounces.  The 
anterior  and  posterior  boundaries  of  the  middle  cranial  fossa  could  be 
readily  felt,  the  dura  being  separated  by  an  interval  of  more  than  an 
inch  from  its  bony  covering. 

With  the  removal  of  the  clot  all  haemorrhage  ceased.  The  cavity 
was  irrigated  with  a  mercuric  solution,  a  small  drainage  tube  inserted, 
and  the  wound  closed. 

During  the  operation,  which  was  made  without  an  anaesthetic,  the 
dilatation  of  the  left  pupil  gradually  subsided,  so  that  at  its  end,  it  was 
little,  if  any,  larger  than  the  right.  The  pulse  had  risen  rapidly,  and 
when  the  patient  was  placed  in  bed  was  140  and  very  feeble. 

He  appeared  moribund.     Six  hours  post  operationem  consciousness 
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returned,  the  patient  asking  for  water.  In  the  morning,  while  inclined 
to  delirium,  he  was  rational  most  of  the  time,  although  quite  restless. 
He  recognized  his  attendant?  perfectly,  and  was  able  to  converse  in  a 
rational  manner.  Pulse  114.  Temperature  normal  The  urine  re- 
moved by  catheter  showed  a  specific  gravity  of  10 16  and  was  free  of 
sugar. 

The  first  dressing  ;-.nd  the  drainage  tube  were  removed  on  the  third 
day,  when  there  was  a  slight  staining  of  the  bandage.  There  was  prim- 
ary union  of  the  entire  wound,  except  where  the  drainage  tube  had 
been.  For  a  week  thereafter  the  temperature  did  not  rise  over  99.5°; 
the  pulse-rate  was  reduced  to  90:  the  delirium  subsided,  and  the  pa- 
tient appeared  on  the  road  to  recovery.  On  March  28,  nine  days  after 
the  operation,  while  the  patient  was  straining  at  stool,  a  profuse  haem- 
orrhage supervened,  saturating  the  dresssings  and  bed-linen.  When 
Dr.  Nickles,  who  was  summoned,  arrived,  the  haemorrhage  had  ceased. 
The  dressings  were  changed,  the  sitting  posture  ordered  to  be  main- 
tained and  applications  of  ice  to  the  head. 

March  29.  Was  called  at  5  a.m.  for  recurrent  haemorrhage.  On 
freely  opening  the  wound,  which  had  firmly  united,  and  removing  a 
large  coagulum,  bright  arterial  blood  welled  from  its  depth.  Plugging 
with  iodoform  gauze  failed  to  check  it. 

In  the  hope  of  reaching  its  source,  the  aperture  previously  made  was 
enlarged  downwards,  but  without  avail.  Plugging  the  cavity  was  again 
resorted  to  with  negative  results.  Nothing  remained  but  compression 
or  ligation  of  the  common  or  external  carotid  artery.  The  extreme 
restlessness  of  the  patient  precluded  the  former  practice.  The  pro- 
fuseness  of  the  haemorrhage  made  it  appear  possible  that  its  source 
was  the  internal  carotid.  The  common  carotid  artery  was  therefore 
exposed  and  included  in  a  catgut  ligature  at  the  point  of  election. 

Unfortunately,  as  the  result  shows,  proper  precautions  looking  to- 
wards asepticism  could  not  be  taken.  The  operation  had  to  be  per- 
formed at  once  on  the  blood  and  food  stained  bed.  The  haemorrhage 
subsided  as  soon  as  the  ligature  was  brought  home.  Fearing  wound 
infection,  both  wounds  were  thoroughly  irrigated  and  the  cervical 
closed  over  a  catgut  strand,  while  the  cranial  wound  was  left  open. 

The  patient  rallied  well  from  the  loss  of  blood  and  the  operation,  but 
delirium  returned  and  with  it  extreme  restlessness  and  insomnia.  In- 
creasing doses  of  morphia  were  needed  to  procure  sleep.  Sulfonal 
and  the  bromides  were  faithfully  tried  but  found  useless. 

The  first  change  of  dressings  was  made  48  hours  after  the  operation. 
Suppurative  processes  had  been  established  in  both  wounds.     On  rais- 
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ing  the  scalp  flap  for  irrigation  the  pulsations  of  the  dura  were  plainly 
visible.  The  suppuration  over  the  carotid  appeared  to  be  superficial. 
The  local  and  general  conditions  could  leave  no  question  as  to  the  ex- 
istence of  pyaemia.  On  the  fifth  day,  with  a  sudden  rise  of  tempera- 
ture to  103  5°  and  increase  of  delirium,  there  developed  an  embolic 
pneumonia  with  profuse  expectoration  of  blood,  which  continued  for  24 
hours  and  then  gave  way  to  purulent  sputum.  After  continuing  for  4 
days  this  also  subsided.  On  the  tenth  day  the  patient  again  seemed 
on  the  road  to  recovery.  The  temperature  continued  at  about  100°; 
the  pulse  at  about  108,  and  of  fair  volume.  The  delirium  was  subsid- 
ing and  sleep  was  easily,  though  artificially,  procured.  Both  wounds 
were  covered  with  granulations  and  presented  a  healthy  appearance. 

On  the  fifteenth  day  haemorrhage  supervened  from  the  carotid  at 
point  of  ligation,  but  subsided  spontaneously  for  several  hours.  While 
discussing  the  advisability  of  treating  it  expectantly,  a  sudden  gush  of 
blood  decided  the  course.  With  the  assistance  of  Dr.  Dandridge,  the 
wound  was  rapidly  opened  and  the  bleeding  vessel  sought  for.  The 
ends  were  separated  more  than  an  inch. 

The  bleeding  came  for  the  most  part  from  the  distal  portion  of  the 
vessel,  and  only  with  great  difficulty  could  this  be  caught  and  retained 
in  haemostatic  forceps.  The  haemorrhage  was  checked,  but  the  patient 
who  had  lost  consciousness  soon  after  the  artery  gave  way  failed  to 
rally.  He  succumbed  10  hours  alter  all  bleeding  had  ceased.  A  post- 
mortem examination  could  not  be  obtained. 


If  an  apology  be  needed  for  offering  the  record  of  a  case  in 
many  respects  similar  to  the  more  than  400  cases  recorded  and 
tabulated  by  Vogt,  Wiessman,  Jacobson  and  others,  I  beg 
that  you  will  find  it  in  home  of  the  unusual  features  presented. 
Of  all  the  evidences  of  middle  meningeal  extravasation,  the 
interval  of  lucidity  between  the  accident  and  the  appearance 
of  compression  symptoms  comes  first  in  importance.  This 
interval  may  be  only  a  few  minutes,  it  often  is  one  or  two 
hours  but  rarely  as  many  days.  Not  once  in  twenty  cases 
does  the  interval  of  freedom  from  brain  symptoms  last  longer 
than  forty-eight  hours.  Koenig  alludes  briefly  to  a  case  in 
which  marked  cerebral  symptoms  developed  on  the  eighth  day 
and  in  one  of  Wiessman's  tables  (No.  171)^  coma  supervened 
as  late  as  the  eleventh.     But  this  was  a  case  of  extensive  com- 
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pound  basal  fracture  in  which  the  coma  developed  as  a  result 
of  secondary  hemmorrhage. 

In  rather  an  extensive  search  of  the  literature  of  allied  cases 
I  have  found  none  in  which,  as  in  the  case  reported,  a  full 
week  passed  before  any  symptoms  of  intra-cranial  trauma  de- 
veloped. 

The  pressure  of  a  firm  clot,  and  of  a  large  fluid  extravasa- 
tion above  the  dura,  may  explain  the  long  delay  of  symptoms. 
Experiment  and  clinical  observation  abundantly  demonstrate 
the  ready  adaptability  of  the  brain  to  moderate  general  com- 
pression gradually  applied.  It  is  only  when  the  limit  is  passed 
that  this  makes  itself  manifest.  The  firm  clot  was  probably 
the  result  of  a  haemorrhage  during  the  first  day  after  the  acci- 
dent, whereas  the  fluid  portion  of  the  haematoma  was  recently 
extravasated,  the  bleeding  becoming  foiidroyante  when  the 
recumbent  posture  was  taken  by  the  patient  for  the  relief  of 
headache.  It  is  in  many  cases  of  meningeal  haemmorrhage,  as 
in  idiopathic  apoplexies,  the  severe  symptoms  of  compression 
do  not  supervene  until  the  patient  has  been  placed  in  bed. 

Another  feature  of  the  case  reported  is  the  absence  of 
paralytic  or  paretic  symptoms  on  the  opposite  side  of  the 
body. 

In  257  cases  collected  by  Wiessman  this  absence  was  spe- 
cially noted  only  16  times. 

In  Jacobson's  70  cases^  the  absence  of  paralysis  was  noted 
in  only  two. 

In  each  case  middle  meningeal  extravasation  had*  taken 
place-  In  both,  there  was  much  blood  beneath  the  scalp;  and 
therein  lies  the  explanation  of  the  absence  of  paralysis.  The 
course  of  the  artery  over  the  face,  arm  and  leg  centres  readily 
explains  the  frequency  of  contra-lateral  paralysis  in  these 
cases.  Though  the  effects  of  a  localized  compression  are  felt 
by  the  cerebrum  as  a  whole,  the  parts  in  proximity  are  most 
effected.  Therefore  in  haemorrhages  which  are  partly  basal 
the  probability  of  paralysis  of  the  opposite  side  diminishes; 
while  that  of  direct  pressure  on  the  oculo-motor  nerve  and 
consequent  dilatation  of  the  pupil  increases.  Hutchinson^  was 
the  first  to  call  attention  to  this  condition  of  the  pupil  in  two 
cases.     Its  diagnostic  importance  in  the  absence  of  other  par- 
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etic  symptoms  can  hardly  be  overrated.  In  the  tabulated 
cases  of  Wiessman  where  dilatation  of  the  pupil  existed  at  all, 
it  was  present  twenty  times  on  the  side  of  the  extravasation 
and  only  four  times  on  the  opposite.  There  need  not  be  any 
concomitant  paralysis  of  the  extrinsic  ocular  muscles.  Only 
four  cases  have  been  recorded  in  which  there  was  either  ptosis 
or  paralysis  of  the  external  rectus. 

In  the  case  presented  the  dilatation  of  the  pupil  was  the 
only  evidence  pointing  to  the  side  of  the  lesion,  and  in  the  ab- 
sence of  paralysis  of  the  face  or  arm,  led  me  to  believe  that 
haemorrhage  extended  more  to  the  base  than  is  usually  the 
case. 

The  trephine  was  accordingly  applied  half  an  inch  below  the 
point  generally  selected  in  cases  of  supra-dural  haemorrhage. 
Without  "Hutchinson's  pupil,"  operative  interference  in  this 
case  would  have  been  impossible  and  its  immediate  disappear- 
ance on  removal  of  the  clot  amounted  to  a  physiological  ex- 
periment. 

Another  feature  of  this  case,  to  my  knowledge  not  men- 
tioned in  any  case  hitherto  reported  is  the  glycosuria,  the  re- 
lations of  which  to  disturbed  circulation  of  the  intra-cranial 
viscera  is  more  readily  recognized  than  satisfactorily  ex- 
plained. 

Quite  recently  Nagel*  reports  two  cases  in  which  the 
diabetes  followed  directly  an  apoplectic  attack  and  in  which  it 
improved  with  the  mitigation  of  the  cerebral  symptoms. 

In  spinal  compressio-^  similar  results  are  occasionally  en- 
countered. Baum'  and  Scheuplein''  report  cases  of  injury  and 
disease  in  which  the  relief  of  compression  of  the  cord  was 
speedily  followed  by  disappearance  of  the  glycosuria. 

In  the  case  reported  the  urine  was  normal  within  twelve 
hours  of  the  operation,  Its  subsidence  with  the  disappearance 
of  the  coma,  slowness  of  pulse,  prove  it  to  be  but  an  evidence 
of  compression. 

Although  deficient  in  post-mortem  evidence,  this  I  believe 
adds  another  to  the  small  number  of  cases  of  supra-dural  men- 
ingeal haemorrhage  without  fracture.  Fully  aware  that  the 
possibility  of  such  an  occurrence  has  often  been  denied,  and 
that  Marchand'  voicing  the  opinion  of  the  latest  French  surge- 
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ons,  rejects  such  lesions  as  "not  proven",  the  evidence  in  this 
case  appears  to  me  sufficient  to  warrant  the  view  expressed. 

The  greater  portion  of  the  temporal  and  part  of  the  zygo- 
matic fossa  were  exposed;  there  was  no  trace  of  fracture  or 
fissure.  Digital  exploration  of  the  middle  fossa  from  its  an- 
terior to  its  posterior  limits  and  almost  to  the  foramen  spino- 
sum  was  also  negative  in  its  results.  The  subject  was  young, 
and  the  skull  thin-walled.  Its  elasticity  surpassed  the  arterial 
resistance.  As  in  other  cases  of  this  nature,  the  injuring  force 
seemed  so  slight  as  to  leave  no  evidence  of  damage  even  to 
the  soft  parts.  There  may  of  course  have  been  a  fissure  of  the 
base  to  the  inner  side  of  the  point  explored;  but  nothing  in  the 
clinical  history  warrants  such  an  assumption. 

There  was  no  bleeding  from  the  ear,  no  paralysis;  and  con- 
cussion symptoms,  if  at  all  present,  were  so  slight  as  to  form 
no  factor  in  the  record  of  the  case. 

Banner'*  reports  a  case  in  which  the  artery  was  torn  across 
just  within  the  cranium.  This  I  believe  occurred  in  my  patient, 
the  extravasation  continuing  until  the  more  adherent  parts  of 
the  dura  along  the  borders  of  the  fossa  were  reached.  Fol- 
lowing the  classification  of  Kroenlein,^  the  case  is  one  of  cir- 
cumscribed temporo-parietal  haematoma. 

Secondary  haemorrhage  is  not  often  mentioned  as  a  cause  of 
death  from  rupture  of  the  middle  meningeal  audits  appear- 
ance so  late  as  the  eighth  day,  as  in  the  case  reported,  is  cer- 
tainly uncommon.  In  cases  of  penetrating  gunshot  and  stab 
wounds  it  has  developed  as  late  as  the  twelfth,  the  eighteenth 
and  twenty-first  day.  In  the  case  reported  by  Gamgee'"  the 
haemorrhage  sprang  from  a  false  aneurism;  in  the  case  of 
Lang,"  the  bleeding  penetrated  into  the  cerebrum  through  a 
punctured  wound  of  the  dura,  and  in  the  case  of  Alexander''^ 
so  far  as  I  know  the  latest  case  of  secondar}-  haemorrhage 
from  the  meningeal  recorded,  the  injury  followed  an  extensive 
shell-fracture  of  the  left  temporal  region.  While  these  cases 
have  only  the  secondary  haemorrhage  in  common  with  the  one 
reported,  together  they  demonstrate  that  tiie  danger  from  this 
source  continues  longer  than  the  caliber  of  the  vessel  would 
lead  one  to  suppose. 

A  more  important  problem  than  that  of  hccmostasis  rarely 
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presents  itself  for  technical  solution  and  this  applies  particu- 
larly to  secondary  haemorrhages  where  impassable  anatomical 
bounds  limit  the  field  of  operation.  When  the  secondary 
bleeding  presented  itself  as  a  thing  to  be  speedily  met  there 
passed  before  me  the  many  methods  of  securing  the  bleeding 
vessel. 

Direct  ligation  of  the  vessel,  inclusion  with  the  transfixed 
dura  and  plugging  its  osseous  canal  were  not  attempted  on  the 
principle  that  a  man  cannot  be  hanged  until  caught.  When 
tamponing  the  cavity  failed  nothing  remained  but  the  ligation 
of  the  common  carotid  artery,  a  plan  originally  suggested  by 
Fourneaux  Jordan'^  as  in  the  first  place  preferable  to  trephin- 
ing. Compression  of  the  artery  was  successfully  applied  by 
Mr.  Howse'*  for  three  hours  for  meningeal  haemorrhage,  but 
the  comatose  condition  of  the  patient  admitted  such  practice. 
In  a  very  recent  article  Mr.  Horsley'^  recommends  it  in  the 
management  of  intra-cranial  haemorrhages.  In  a  restless  pat- 
ient, except  in  a  hospital  ward,  the  plan  appears  to  me  unfeasi- 
ble. 

From  a  rather  careful  search  of  the  literature  on  the  sub- 
ject, I  find  that  there  are  only  three  cases  on  record  in  which 
the  common  carotid  was  tied  for  haemorrhage  from  the  middle 
meningeal,  the  operators  being  Bentley,'"  Alexander  and 
Gamgee. 

The  case  of  Alexander  already  referred  to  was  the  only  one 
followed  by  recovery.  In  Bentley's  case  a  fatal  haemorrhage 
recurred  on  the  third  day.  Roser's  suggestion  of  ligating  the 
external  carotid  found  only  one  follower  in  Mr.  Howse.  This 
case  also  proved  fatal. 

In  conclusion  I  would  remark  that  although  the  immediate 
cause  of  death  was  haemorrhage,  this  was  but  a  sequel  of  sep- 
tic infection.  I  am  consoled  in  the  belief  that  it  was  unavoid- 
able. It  is  not  often  that  surgical  emergencies  arise  in  which 
we  can  not  obtain  asepsis;  but  one  disastrous  result  like  this 
brings  into  strong  relief  how  helpless  we  are  without  this 
greatest  factor  of  surgical  success. 
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REMOVAL  OF  AN  EIGHT    OUNCE    VESICAL    CAL 
CULUS  BY  THE  SUPRAPUBIC  ROUTE. 

By  J.    HENRY  C.  SIMES,  M.D., 

OF    PHILADELPHIA. 

PROFESSOR  OF  GENITO-URINARY  SURGERY  IN    THE  PHILADELPHIA    POLYCLINIC;   SUR- 
GEON TO  THE  EPISCOPAL  HOSPITAL. 

WHILE  large  calculi  have  been  found  in  the  bladder  at 
post-mortem  examinations,  and  also  have  been 
removed  during  life,  yet  their  frequency  is  not  so  great  as  to 
render  the  report  of  a  case  superfluous.  Although  the  termin- 
ation of  the  following  case  was  unfortunate,  the  patient  dying 
four  hours  after  the  operation,  yet  it  is  an  illustration  of  what 
may  be  done  under  such  circumstances  as  were  found,  and 
shows  the  possibility  of  the  removal  of  extremely  large  calculi 
by  the  suprapubic  operation. 

The  history  of  the  case  is,  unfortunately,  not  as  perfect  as  it  should 
be;  it  was,  however,  ascertained  that  the  patient  had  been  a  sufferer 
for  at  least  four  or  five  years  with  bladder  trouble,  and  some  three 
years  ago  was  told  by  a  surgeon  that  he  had  a  stone  in  the  bladder. 
At  this  time  he  refused  to  have  any  operation,  and  his  sufferings  con- 
tinued. On  May  31,1  was  asked  to  see  the  case  by  his  physician. 
Dr.  Wm.  H.  Bennett,  who  had  discovered  the  presence  of  a  stone  in 
his  bladder  a  few  days  previously.  Mr.  Z.,  aet.  38  years,  told  me  he 
had  been  for  several  years  affected  with  bladder  trouble,  and  during 
the  past  few  months  had  rapidly  broken  down  in  his  general  health; 
this  was,  indeed,  quite  evident.  I  made  an  examination  and  found 
the  stone  without  any  difficulty.  An  operation  was  advised,  but  from 
his  extremely  debilitated  condition,  a  favorable  result  was  scarcely  to 
be  anticipated. 

The  operation  of  lateral  lithotomy  was  decided  upon  for  several  rea- 
sons. The  general  bad  condition  of  tlie  patient,  the  condition  of  the 
bladder,  the  size  of  the  stone,  which  was  thought  to   be  large,  but  not 
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of  such  an  extreme  size  as  it  was  found  to  be,  all  influenced  me  in  ta- 
vor  of  the  cutting  method. 

On  June  2,  the  patient  was  etherized,  and  I  made  a  lateral  cut.  Im- 
mediately upon  the  introduction  of  my  finger  into  the  bladder  I  was 
satisfied  that  there  would  be  difficulty  in  the  removal  of  the  calculus 
through  the  perineal  cut.  The  forceps  were  introduced,  and  an  at- 
tempt to  seize  the  stone  made;  this  having  failed  after  several  trials,  I 
then  introduced  a  lithotrite,  with  the  intention  of  making  an  attempt 
to  crush,  but  was  not  successful  in  getting  the  stone  to  engage  in  the 
blades  of  the  instrument.  Further  exploration  with  the  finger  con- 
vinced me  that  it  was  impossible  to  complete  the  operation  by  the 
perineal  method.  The  size  of  the  stone  and  the  close  attachment  of 
its  surface  to  the  wall  of  the  cavity  rendered  any  further  attempt  use- 
less. The  patient  having  taken  the  ether  fairly  well,  and  his  condition 
being  such  as  to  justify  immediate  further  operation,  I  proceeded  at 
once  to  do  the  supra-pubic  operation.  An  incision  was  made  through 
the  abdominal  walls,  above  the  pubis,  about  two  and  a  half  inches 
long;  then  a  staff  was  passed  into  the  bladder,  along  the  urethra;  a 
tenaculum  was  thrust  through  the  walls  of  the  bladder,  striking  the 
staff;  the  bladder  was  now  opened,  cutting  on  the  staff;  introducing  my 
finger  through  the  incision,  I  immediately  came  in  contact  with  the 
stone,  which  was  found  to  be  closely  adherent  to  the  cavity  wall;  I  now 
with  the  finger  carefully  separated  the  stone  from  the  walls  of  the  cav- 
ity, being  assisted  in  doing  this  by  having  the  stone  lifted  up  and 
steadied  by  the  fingers  of  one  of  the  assistants  passed  into  the  rectum. 
The  calculus  being  free  in  the  ca\  ity,  a  pair  of  large  stone  forceps  were 
introduced,  the  stone  seized  and  extracted.  The  bladder  cavity  and 
wounds,  both  perineal  and  abdominal,  were  thoroughly  washed  out 
with  warm  boracic  acid  solution,  a  drainage  tube  was  placed  in  the 
perineal  and  abdominal  wounds,  both  passing  into  the  cavity  of  the 
bladder;  two  stitches  were  passed  through  the  abdominal  walls,  which 
closed  the  wound  around  the  drainage  tube.  The  patient  was  returned 
to  bed,  and  came  out  of  the  ether  with  a  fair  pulse,  which  continued 
for  an  hour  or  two,  when  there  was  a  change  for  the  worse,  and  it  was 
quite  evident  that  the  shock  was  too  great  for  his  exhausted  condition 
to  overcome,  and  he  gradually  lost  ground,  dying  about  four  hours  af- 
ter the  operation. 

The  stone  was  weighed  soon  after  its  removal,  and  found  to  be  eight 
ounces;  its  greatest  circumference  is  nine  inches,  and  its  transverse  cir- 
cumference is  seven  inches. 


REMOVAL  OF  AN  EIGHT-OUNCE   VESICAL  CALCULUS.     12/ 

There  are  several  points  in  connection  with  this  case  which 
are  of  special  interest,  and  I  shall  briefly  refer  to  them. 

First,  was  the  operation  of  attempting  to  remove  the  stone 
justifiable?  This,  I  think,  can  only  be  answered  in  the  affirm- 
ative, since  it  was  positively  certain  that  no  other  method  of 
treatment  offered  any  hope  of  relief,  and  without  relief  a  fatal 
termination  must  very  soon  result. 

On  the  other  hand,  did  any  operation  offer  any  hope  of  re- 
lief ?  This,  also,  may  be  answered  in  the  affirmative.  There 
are  on  record  quite  a  number  of  cases  where  stones  of  the  size 
of  this  one,  and  even  larger,  have  been  removed  by  operation, 
and  the  patients  have  recovered.  Was  the  procedure  adopted 
in  this  case  suitable,  or  would  it  have  been  better  to  have  em- 
ployed some  other?  In  answering  this,  it  may  be  said  that 
the  operation  of  lithrotrity  could  not  have  been  performed. 
The  size  of  the  calculus,  while  not  absolutely  preventing 
lithrotrity,  was  certainly  an  unfavorable  element.  That  which 
was  positively  against  the  crushing  operation  was  the  attach- 
ment of  the  stone  to  the  wall  of  the  cavity.  It  would  have 
been  impossible  to  have  engaged  it  in  the  blades  of  the  litho- 
trite  without  having  done  serious  mjury  to  the  parts.  As  to 
the  performance  of  lithotomy  in  this  case — was  it  an  unneces- 
sary operation?  My  reasons  for  adopting  this  method,  I  have 
given  above,  and  now,  knowing  the  whole  circumstances  con- 
nected with  the  case,  before  and  after  the  operation,  I  cannot 
see  any  reason  why  I  would  not  again  proceed  in  the  same 
manner.  When  the  condition  of  the  bladder  is  considered, 
indeed  it  may  be  said  that  the  entire  normal  mucous  mem- 
brane, which  should  line  the  organ,  was  morbidly  changed, 
and  not  in  a  state  to  properly  perform  its  function,  the  neces- 
sity for  complete  and  thorough  drainage  was  imperative,  and 
as  an  evidence  that  the  drainage  was  best  obtained  by  means 
of  the  perineal  wound,  it  was  found  tnat  the  urine  and  oozing 
of  blood  all  flowed  out  of  the  drainage  tube  which  was  in  the 
perineal  wound,  the  tube  in  the  abdominal  wound  remaining 
perfectly  dry. 

A  word  in  reference  to  the  relation  of  the  stone  with  the 
bladder.  The  stone  did  not  lie  in  the  bladder  cavity  proper, 
but  was  encysted  at  the  lower  and  posterior  part  of  the  organ; 
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the  region  which  would  correspond  to  the  fundus  in  the  nor- 
mal bladder.  The  cavity  of  the  cyst  in  which  the  stone  lay 
was  in  communication,  at  the  time  of  the  operation,  with  the 
cavity  of  the  bladder.  This  was  evident  from  the  fact  that 
when  an  instrument  was  passed  into  the  bladder  cavity, 
through  the  urethra,  it  immediately  came  in  contact  with  the 
stone.  The  demonstration  of  the  presence  of  a  cavity,  in  ad- 
dition to  the  normal  bladder  cavity,  was  quite  evident  after  the 
stone  was  removed,  by  examination  through  the  abdominal 
wound.  The  true  bladder  cavity,  I  am  inclined  to  think,  was 
very  much  changed  from  the  normal  condition.  Again,  the 
stone  did  not  lie  loose  in  the  cavity  of  the  cyst,  but  was 
closely  attached  by  at  least  three-fourths  of  its  surface,  the  re- 
maining fourth  being  free  and  presenting  toward  the  cavity  of 
the  bladder.  The  attachment  of  the  stone  to  the  cyst  wall 
was  very  firm  and  required  considerable  force  to  separate  it. 
By  careful  manipulation  with  the  finger  the  separation  was  ac- 
complished, and  was  very  much  facilitated  by  having  the  stone 
lifted  up  by  the  fingers  in  the  rectum. 

In  conclusion,  it  may  be  remarked  that  the  cavity  of  the 
peritoneum  was  not  opened  by  the  supra-pubic  section.  The 
method  adopted  was  to  cut  through  the  abdominal  walls  until 
the  layer  of  fat  covering  the  bladder  was  reached;  the  finger 
was  then  used  to  separate  this  layer  until  the  bladder  came 
into  view.  A  large  sized  staff  now  passed  into  the  bladder, 
through  the  urethra,  was  distinctly  felt  by  the  finger  in  the 
abdominal  wound.  i\  tenaculum  was  passed  through  the 
walls  of  the  bladder,  and  an  incision  was  made  on  the  staff 
which  opened  the  cavity  of  the  organ.  The  bladder  walls  were 
seized  on  each  side  of  the  incision  by  a  pair  of  forceps,  and 
the  cut  enlarged  to  a  size  sufficient  to  permit  the  removal  of 
the  stone. 


RUPTURE  OF  THE  RECTUM   BY   PETERSEN'S 

COLPEURYNTER  DURING  AN  ATTEMPT 

TO  PERFORM  INTRA-PERITONEAL 

CYSTOTOMY. 

By  GEO.   RYERSON    FOWLER,  M.D., 

OF  BROOKLYN,    N.  Y., 

SURGEON  TO  THE   METHODIST   EPISCOPAL    HOSPITAL,  AND    TO    ST.  MARY'S    HOSPITAL. 

ON  MARCH  12,  1889,  D.  C.  R.,  set.  63  years,  was  admitted  to 
my  service  at  the  Methodist  Episcopal  Hospital,  with  the  fol- 
lowing history:  For  six  years  he  had  suffered  from  vesical  irritability 
and  dysuria,  with  occasional  attacks  of  retention  of  urine.  Four  months 
previous  to  admission  a  rubber  catheter  had  been  broken  off  in  the 
urethra,  the  fragments  bemg  subsequently  removed  through  an  incis- 
ion at  the  peno-scrotal  junction. 

Examination  per  rectum  revealed  a  considerable  enlargement  of  the 
prostate  body,  both  in  the  middle  and  lateral  lobes.  A  Thompson's 
searcher  introduced  into  the  bladder  came  in  contact  with  calcareous 
material  seemingly  imbedded  in  the  region  of  the  left  lateral  lobe  of 
the  prostate. 

On  March  16,  an  attempt  was  made  to  perform  intra  peritoneal  cys- 
totomy after  the  manner  of  Rydigier.  The  rectal  bag  or  colpeuryn- 
ter  of  Petersen  was  introduced  into  the  rectum  and  8  oz.  of  water,  by 
actual  measure,  injected  therein.  A  similar  quantity  of  saturated  so- 
lution of  boric  acid  was  then  tlirown  into  the  bladder,  after  thoroughly 
washing  out  this  viscus  with  the  same  solution,  the  penis  being  tied 
with  a  piece  of  rubber  to  prevent  the  escape  of  the  solution  from  the 
bladder. 

An  incision  four  inches  long  was  made  in  the  median  line  about 
half  way  between  the  umbilicus  and  the  pubic  symphisis,  and  the  pari- 
etal layer  of  the  peritoneum  reached.  As  the  latter  was  identified,  a 
black  mass  was  seen  through  its  transparent  structure  occupying  the 
abdominal  cavity.     Upon   opening  the   peritoneum   this  was  found  to 
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be  the  rubber  colpeurynter  introduced  into  the  rectum.  It  was  at 
once  evident  that  the  rectal  wall  had  given  way  and  the  bag  had  found 
its  way  into  the  abdominal  cavity.  It  was  observed  that  the  [)atient, 
just  prior  to  the  opening  of  the  peritoneal  cavity,  had  exhibited  signs 
of  profound  shock,  this  probably  corresponding  to  the  moment  when 
the  rectum  gave  way  and  the  colpeurynter  entered  the  abdommal  cav- 
ity. 

The  rubber  bag  was  dra'vn  into  the  incision  sufficiently  to  cleanse 
its  exterior,  and  was  then  partially  emptied  by  turning  the  stop-cock 
attached  to  the  rubber  tubing  which  projected  from  the  anus.  The 
fluid  was  carefully  gathered  as  it  escaped,  and,  together  with  what  was 
removed  from  the  bag  upon  its  withdrawal,  was  measured  and  found 
to  amount,  in  all,  to  eight  ounces.  Upon  withdrawing  the  bag.  it  was 
found  that  a  rent  fully  four  inches  in  length  had  been  made  in  the  an- 
terior wall  of  the  rectum,  the  upper  limit  of  which  reached  to  the  sig- 
moid flexure. 

The  abdominal  cavity  was  thoroughly  cleansed  with  boiled  distilled 
water,  and  an  attempt  made  to  close  the  rent  in  the  rectal  wall  Upon 
emptying  the  bladder  in  order  to  accomplish  this,  it  was  found  impos- 
sible to  adjust  accurately  the  lower  margins  of  the  rent  by  means  of 
the  Lembert  suture.  Under  these  circumstances,  the  condition  of  the  pa- 
tient becoming  exceedingly  unfavorable  for  future  interference,  the  op- 
eration upon  the  bladder  was  abandoned  and  an  artificial  anus  estab- 
lished by  bringing  the  edges  of  the  tear  in  the  rectal  wall  up  to  the 
lower  angle  of  the  incision  and  there  securing  them.  In  accomplish- 
ing this  the  real  cause  of  the  rupture  was  found  to  consist  in  a  well- 
marked  thinning  and  softening  of  the  structures  of  the  rectum  itself.  It 
was  only  after  many  trials  and  the  greatest  care  in  the  manipulation 
that  ihe  artificial  anus  was  established,  the  tissues  of  the  rectal  wall 
giving  way  again  and  again  and  the  silk  thread  tearing  out  under  the 
comparatively  slight  tension  required  to  hold  this  portion  of  the  rectum 
in  position 

The  patient  survived  the  operation  but  a  few  hours,  never  having 
rallied  from  the  shock  following  the  occurrence  of  the  accident.  A 
post-mortem  examination  revealed  the  condition  as  above  described, 
the  softened,  thinned,  and  otherwise  weakened  rectal  wall  being  espe- 
cially W--I1  marked  . 

The  points  of  interest  in  connection  with  this  case  are  as 
follows  : 


RUPTURE  OF  RECTUM.  I3I 

1.  The  fact  that  the  quantity  of  water  used  to  distend  the 
rectal  colpeurynter  was  rather  below  than  above  the  average 
employed  by  surgeons.  In  fact,  two  ounces  less  than  the  min- 
imum quantity  mentioned  by  leading  writers  as  necessary  to 
attain  the  object  of  the  distension  was  employed  in  this  case. 

Cadge,  in  the  course  of  a  discussion  on  supra-pubic  lithoto- 
my before  the  Royal  Med.  and  Chir.  Soc,  at  the  meeting  of 
March  30,  i886,'  relates  a  case  in  which  he  introduced  18 
ounces  of  fluid  in  the  rectal  bag,  for  the  purposes  of  a  supra- 
pubic lithotomy.  When  the  bag  was  removed  from  the  rec- 
tum a  teaspoonful  of  blood  followed,  and  then  Cadge's  suspi- 
cions were  aroused.  The  patient  went  on  very  well  for  the 
first  {^w  days,  when  symptoms  of  suppression  of  urine  arose. 
The  patient  died  and  at  the  autopsy  it  was  found  that  a  rup- 
ture of  the  upper  part  of  the  rectum,  between  it  and  the  blad- 
der wall,  had  taken  place.  Advanced  renal  disease  was  also 
present. 

M.  Nicaise,  at  a  meeting  of  the  Soc.  de  Chir.,  Paris,  October 
3,  1888,-  relates  the  following  case  :  Patient,  aet.  65  years,  ad- 
mitted for  vesical  calculus,  which  had  produced  chronic  lesions 
of  the  urinary  apparatus.  Several  lithotrities  had  been  per- 
formed without  relief,  supra-pubic  lithotomy  was  decided  upon. 
Operation  apparently  successful  for  first  8  days,  when  vague 
and  indefinite  symptoms  occurred.  Death  took  place  on  the 
15th  day  following  the  operation,  without  any  evidence  of  per- 
itonitis or  other  complication  to  account  for  the  lethal  exit. 
At  the  autopsy  a  rupture  of  the  anterior  wall  of  the  rectum 
was  found.  This  did  not  extend  into  the  peritoneal  cavity  or 
bladder.  There  was  considerable  induration  of  the  recto-vesi- 
cal  region  corresponding  to  the  site  of  the  rupture.  The  rec- 
tal bag  had  been  filled  with  10'/.,  ounces  of  water  and  the  blad- 
der had  been  distended  with  8'/'^  ounces  of  fluid. 

2.  The  condition  of  the  rectal  wall  is  worthy  of  attention. 
There  can  be  no  question  concerning  the  resistance  to  rupture 
which  the  rectal  wall  offers  under  normal  conditions.     But  the 

iProc.  of  Royal  Med.  and  Chir.  Soc,  London,  p.  97.     Also  quoted  by  Hacke  in 
Diet.  Encylop.  d.  So.  Med.,  1889. 

^La  Lettaine  Medicale,  Paris,  1888,  p.  387. 
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altered  conditions  incident  to  senility,  combined  with  the  de- 
generative change  which  the  surrounding  parts  are  known  to 
undergo  in  chronic  vesical  disease,  are  precisely  of  a  character 
to  favor  the  occurrence  of  the  accident  under  consideration. 
In  the  case  herewith  reported  this  was  strikingly  illustrated  by 
the  circumstances  attending  the  rupture  and  the  state  in  which 
the  rectal  wall  was  found,  both  at  the  operation  and  the  au- 
topsy.' 

It  may  likewise  be  suggested  that  the  particular  operative 
procedure  attempted,  namely,  intra-peritoneal  cystomy,  may 
have  contributed  to  the  occurrence  of  the  accident;  the  sup- 
port which  the  rectal  walls  receive  from  intra-abdominal  pres- 
sure being  lessened  by  the  incision  in  the  walls  of  the  abdo- 
men. 

There  are  only  two  recorded  instances  of  rupture  of  the  rec- 
tum, prior  to  my  own,  occurring  during  an  attempt  to  perform 
supra-pubic  opening  of  the  bladder.  There  are  several  refer- 
ences made  to  other  cases,  but  these  cannot  be  authenticated. 
Prof  Keyes,  of  New  York,"  quotes  the  case  of  Nicaise  and  then 
remarks  that  4  or  5  other  instances  of  this  accident  have  oc- 
curred in  France.  It  has  been  impossible  to  find  any  other 
reference  to  these  cases  except  in  the  course  of  some  remarks 
by  M.  Th.  Anger,  in  the  discussion  upon  M.  Nicaise's  paper, 
above  referred  to,  and  which  is  reported  in  connection  with 
the  latter.  Mr.  Anger  says:  "The  case  of  M.  Nicaise  is  the 
4th  or  5th  of  the  same  kind;  I  have  therefore  rejected  the  use 
of  Petersen's  balloon."  A  most  thorough  and  extended  search 
in  the  library  of  the  Surgeon-General's  office,  including  the 
pfoof-sheets  of  the  forthcoming  number  of  the  Index  Cata- 
logue (Vol.  XL),  having  proved  fruitless,  I  am  forced  to  con- 
clude that  either  M.  Anger  has  not  been  properly  reported,  or 
else  the  cases  which  he  referred  to  had  come  to  his  knowledge 
through  channels  other  than  the  ordinary  ones  of  information 
through  publication. 

'  M.  Le  Dentu,  in  the  discussion  of  Nicaise's  paper  advances  the  opinion  that  al- 
terations in  the  rectum  by  disease  are  the  cause  of  the  rupture. 

-Annual  of  Universal  Medical  Sciences,  iSSS,  Section  C,  p.  27,  Article,  "Genito- 
urinary Surgical  Diseases." 
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The  same  kind  of  hearsay  evidence  seems  to  have  been  ac- 
cepted by  no  less  an  authority  than  Sir  Henry  Thompson.  In 
the  article,  "On  the  Supra-pubic  Operation  for  Opening  the 
Bladder,"  he  makes  use  of  the  following  language:' 

"First,  in  regard  to  the  rectal  distending  bag.  It  has  hither- 
to been  made  of  a  spheroidal  or  pyriform  outline,  and  some 
operators,  it  is  said,  have,  in  emptying  it,  burst  or  seriously  in- 
jured the  rectum." 

A  further  detail  of  facts  in  these  cases,  such,  for  instance,  as 
those  relating  to  the  amount  of  fluid  employed  in  distending 
the  rectal  bag,  together  with  the  condition  of  the  rectal  wall, 
would  have  been  of  incalculable  importance  in  clearing  up  the 
question  as  to  the  dangers  to  be  apprehended  in  the  employ- 
ment of  this  device.  Two  facts  are  undeniable:  First,  the  ad- 
vantages which  the  supra-pubic  route  to  the  bladder  affords  in 
certain  cases,  and  second,  the  almost  indispensable  assistance 
afforded  by  the  rectal  bag  in  overcoming  the  principal  dififi- 
culties  and  dangers  of  the  operation. 

iBrit.  Med,  Jour.,  1886,  vol.  ii.,  p.  615. 


A  CASE  OF   FRACTURE    OF    THE    STYLOID    PRO- 
CESSES OF  THE  ULNA   AND  THE  RADIUS 
BY  INDIRECT  VIOLENCE. 

By  G.  W.  PERKINS,  M.D., 

OF    OGDEN,  UTAH. 

A  CANADIAN  section  laborer,  set  24  years,  rather  slenderly 
built,  but  always  well  and  strong,  on  July  22,  1889,  while 
helping  a  fellow  workman  to  lift  one  side  of  a  handcar,  weighing  be- 
tween 600  and  700  pounds,  had,  after  they  had  together  raised  their 
side  of  the  car,  the  entire  weight  of  that  side  thrown  suddenly  and 
without  warning  onto  him,  by  his  companion's  unexpectedly  letting  go 
his  hold,  thus  giving  a  very  violent  pull  to  his  arms  from  the  sudden 
access  of  weight.  Great  pain  and  swelling  followed  in  the  right  wrist, 
upon  which  the  pull  chiefly  fell. 

July  26,  I  first  saw  patient,  and  found  the  right  wrist  and  arm  very 
much  swollen  and  discolored,  and  excessively  painful  and  tender,  with 
abnormal  mobility  and  crepitus  about  the  wrist.  At  this  time  accurate 
diagnosis  was  impossible,  and  the  arm  was  kept  at  rest  on  a  splint 
with  evaporating  lotion  for  a  few  days.  Within  a  week  the  swelling 
had  subsided  sufficiently  to  enable  me  to  determine  that  the  styloid 
process  of  the  ulna  had  been  broken  off  near  its  base,  forming  a  freely 
movable  fragment,  about  the  size  of  a  man's  fingertip,  which  when 
pressed  against  the  end  of  the  ulna  gave  distinct  bony  crepitus.  There 
was  also  a  distinct  bony  crepitus  over  the  styloid  process  of  the  radius, 
due,  apparently,  to  the  tearing  off  of  only  a  small  scale  of  bone  cor- 
responding to  the  attachment  of  the  external  lateral  ligament,  and  sug- 
gesting strongly  the  condition  often  found  in  Pott's  fracture  when  the 
ruptured  internal  lateral  ligament  has  detached  a  small  thin  fragment 
of  the  internal  malleolus.  As  only  a  small  part  of  the  styloid  process 
of  the  radius  was  torn  off,  this  fracture  apparently  did  not  involve  the 
articular  surface.  There  was  no  evidence  of  other  injury  to  the  bones. 
The  union  of  hand  to  arm  seemed  very  loose,  and  suggested  a  general 
laceration  of  carpal  and  radio-carpal   Hgaments.      The  amount  of  dis- 
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placement  was  but  slight,  as  the  separated  fragments  were  attached  to 
ligaments,  and  not  to  muscles. 

August  2,  I  applied  a  snugly  fitting  plaster-of-Paris  roller  from  the 
metacarpo-phalangeal  joints  to  the  elbow,  with  wrist  moderately  ex- 
tended and  hand  slightly  inclined  toward  ulnar  side  to  relax  all  tension, 
and  compresses  so  adjusted  as  to  hold  the  fragments  closely  in  con- 
tact with  their  respective  bones. 

August  26,  plaster  removed  and  fragments  found  to  be  firmly  united, 
apparently  by  bony  union,  and  without  any  separation  or  deformity. 
Wrist  was  a  little  stiff,  but  ten  days  of  passive  and  active  movements 
enabled  him  to  resume  his  work  with  a  strong  and  useful  wrist,  with 
every  prospect  of  complete  recovery  of  its  function. 

The  unusual  feature  in  this  case  is  the  fact  that  the  fractures  re- 
sulted from  indirect  violence,  the  force  being  transmitted  from  the  part 
of  the  hand  which  grasped  the  edge  of  the  car  through  the  metacarpal 
and  carpal  bones  and  ligaments,  and  through  the  ligaments  binding 
the  carpus  to  the  bones  of  the  forearm,  and  finally  pulling  off  the  two 
bony  projections  to  which  the  two  strongest  ligaments  are  attached. 

That  /«^w^/ violence  is  a  very  rare  cause  of  this  injury  is  evident 
from  the  fact  that  some  authorities  in  speaking  of  fracture  of  the  sty- 
loid process  of  the  ulna  imply,  at  least,  that  it  is  not  caused  by  indi- 
rect violence. 

Hamilton  (Fractures  and  Dislocations)  says:  "The  occasional 
complication  of  a  CoUes'  fracture  with  a  fracture  of  the  styloid  pro 
cess  of  the  ulna  has  already  been  noticed.  Much  more  rarely  this 
process  is  broken  alone,  as  a  result  of  direct  violence." 

Agnew  (Principles  and  Practice  of  Surgery)  says:  "Fractures  of 
this  process  (styloid  process  ot  the  ulna)  may  be  produced  by  direct 
force,  as  when  a  blow  is  inflictea,  or  the  patient  falls  upon  this  part  of 
the  arm:  It  is  sometimes  liroken  at  the  same  time  with  the  lower  end 
of  the  radius  (Colles'  fracture  (?) ),  most  probably  in  consequence  of 
an  extreme  tension  of  the  internal  lateral  ligament." 

A  most  rigid  cross-examination  of  my  patient  as  to  the  precise  man- 
ner of  the  receipt  of  the  injury,  going  even  so  far  as  to  suggest  that 
something  from  the  car  fell  on  his  wrist,  or  he  struck  it  against  some- 
thmg,  or  fell  on  it  himself,  failed  to  elicit  an  admission  from  him  that 
anything  whatever  had  touched  the  wrist,  and  he' always  insisted  that 
the  sudden  pull  on  his  hands  alone  caused  his  injury.  I,  therefore, 
place  this  case  on  record  as  an  instance  of  this  injury  due  to  indirect 
violence. 


NOTE   ON  THE  USE    OF    SKIN    FROM    PUPPIES    IN 
SKIN-GRAFTING. 

By  M.  E.  van  meter,  M.D, 

of  red  bluff,  colo. 

A  BOY,  set  14  years,  having  in  April  last  sustained  severe  and 
extensive  burns,  under  treatment  had  accomplished  the  heal- 
ing of  them  all  except  certain  granulating  regions  beneath  the  chin 
and  lower  jaw,  and  the  right  arm  from  elbow  to  fingers.  Upon  these 
surfaces  skin  grafts  were  finally  placed.  For  the  neck  grafts  were  ob- 
tained from  the  arms  ot  the  father  and  brother  of  the  patient,  but  for 
the  arm  grafts  were  taken  from  two  young  puppies  of  the  Mexican 
hairless  breed,  whose  soft  white  hairless  skin  seemed  to  offer  itself  for 
the  purpose  with  good  prospect  of  successful  result.  The  result  was 
all  that  could  be  desired.  The  puppy-grafts  proved  to  be  superior  to 
the  human  grafts;  a  greater  proportion  ot  them  "took,"  and  their  sub- 
sequent rate  of  growth  was  much  faster. 

[Note  bv  the  Editor. — The  above  use  of  puppy-grafts  was  origi- 
nal with  the  reporter  of  the  above  case,  and  when  he  communicated  it 
he  was  unaware  that  any  similar  case  had  been  recorded.  In  the 
Lancet^  March  15,  1890,  however,  is  reported  a  similar  case  by  Mr. 
Alex.  Milro,  of  Edinburg.     The  case  is  as  follows: 

A  boy,  aet.  10  years,  presented  an  extensive  ulcer  on  the  left  leg,  re- 
sulting from  a  burn.  The  entire  surface  was  covered  with  healthy 
granulations,  but  there  was  not  the  slightest  attempt  at  cicatrization. 
It  being  impracticable  to  obtain  sufificient  human  skin  to  cover  the  ul- 
cers, a  young  black  and  white  greyhound,  seven  days  old,  was  killed 
with  chloroform,  and,  the  whole  of  his  anterior  abdominal  wall  and 
flanks  having  been  shaved,  the  flap  of  the  skin  thus  marked  out  was 
dissected  up,  taking  the  entire  thickness,  leaving  the  subcutaneous  fat. 
The  skin  was  cut  into  strips  measuring  six  inches  long  by  half  an  inch 
broad,  which  were  firmly  pressed  into  the  previously  cleaned  ulcer  in 
the  long  axis  of  the  limb.  Smaller  grafts,  about  an  inch  square,  were 
used  to  fill  in  spaces  left  between  the  larger  ones.     A  considerable  area 
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over  the  inner  side  of  the  knee  still  remained  bare,  and,  to  cover  it, 
the  skin  from  the  pup's  tail  was  dissected  up,  unshaven.  Over  these 
grafts  an  antiseptic  dressing  was  apphed. 

On  the  first  dressing,  three  days  later,  all  the  grafts  but  one  small 
one  had  adhered  Some  of  the  long  strips  sloughed  later,  but  the 
smaller  ones  all  did  well.  It  was  observed  that  the  graft  taken  from 
the  tail  which  was  not  shaved  behaved  exactly  as  the  sponge  does  by 
promoting  granulation.  The  hairs  around  the  margins  seemed  to  stim- 
ulate the  granulations  which  grew  on  to  the  surface  of  the  graft,  and 
then  spreading,  completely  swamped  it.  A  few  small  grafts  of  human 
skin  from  a  small  boy  were  scattered  here  and  there,  two  weeks  later, 
to  fill  up  gaps  still  left,  and  all  did  well.  One  or  two  spots  still  re- 
maining a  couple  of  days  later  were  covered  with  pieces  of  the  skin  of 
an  old  frog,  but  these  failed  to  unite. 

Cicatrization  was  complete  in  six  weeks  after  the  first  application  of 
grafts.  Seven  months  later  there  was  absolutely  no  cicatricial  contrac- 
tion except  where  the  tail  skin  was  planted,  and  there  it  was  very 
slight.  The  color  of  the  skin  was  uniform  and  very  similar  to  that  of 
the  normal  skin.  There  was  no  evidence  of  any  development  of  hair 
or  of  cutaneous  secretions.  The  ordinary  sensation  was  as  good  as  in 
the  other  leg,  and  the  temperature  of  both  was  the  same. 

The  author  believes  the  favorable  outcome  of  the  case  to  be  mainly 
due  to  the  age  of  the  animal  selected  to  furnish  the  grafts.  In  the  first 
few  days  of  extra-uterine  life  the  creature  grows  very  rapidly,  and  by 
grafting  a  large  area  of  young  tissue  with  a  potentially  great  develop- 
mental power,  the  ulcerated  area  is  quickly  covered  in  and  the  con- 
traction prevented  which  invariably  results  after  extensive  burns  when 
they  are  allowed  to  heal  without  artificial  aid.] 
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OPERATIONS     tOR     THE     RADICAL     CURE     OF     HERNIA     IN 

HAMBURG.' 

The  radical  cure  of  hernia  by  operation  has  within  the  last  fifteen 
years  been  a  question  of  great  interest,  and  seems  to  have  been  steadi- 
ly gaining  ground,  for,  as  statistics  multiply,  it  is  shown  that  the  oper- 
ation, under  strict  antiseptic  precautions,  is  not  very  dangerous,  and 
the  number  of  cases  increases  where  many  years  after  the  operation 
the  cure  is  yet  permanent. 

Strict  rules  have  not  yet  been  formulated  as  to  which  cases  should 
be  operated  on  and  which  left  alone,  and  it  has  not  yet  been  deter 
mined  why  some  cases  are  successful  and  others  unsuccessful.  The 
reason  why  is  extremely  difficult  to  find  out,  for  it  is  extremely  difficult 
to  decide  if  the  reason  for  failure  lies  with  the  patient's  general  condi- 
tion, or  in  his  conduct  after  the  operation,  or  in  the  methods  em- 
ployed. 

The  writer  has  collected  statistics  of  387  cases  of  hernia  operated  on 
in  Hamburg  between  1880  and  1888.  In  these  cases  there  were  72 
deaths,  and  he  tabulates  the  cases  as  follows: 

Hernia  operations,  without  further  description,    cured  61,  died,   18. 

Herniotomy,  no  mention  of  radical  cure,  "        95,     "       21. 

Herniotomy  combined  with  radical  cure,  "       100,     •'       25, 

Radical  operation  for  non-strangulated  hernia,       '■        57,     '"         2. 

Herniotomy  and  resection  of  intestine,  "  2,     '  6 

Of  these  387  cases,  in  only  165  could  distinct  histories  of  radical  oper 
ation  be  found.  These  cases  were  as  follows:  51  incarcerated  and  40 
non-incarcerated  inguinal  hernia;,  of  the  latter  three    were  double;  64 

'By  Dr.  Fredrick  Wolter  (Hamburg,)  Volkmanns  Sainl.  klin.  Vorlrage, 
No.  360. 
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incaicerated  and  lo  non-incarcerated  femoral   herniae,  a  total   of   165 
operations  on  162  patients. 

Of  the  88  patients  with  inguinal  hernia,  79  were  males  and  9  were 
females.  Of  the  74  patients  with  femoral  hernia,  70  were  females  and 
4  males;  95  hernias  occurred  on  the  right  side  of  the  body  and  67  on 
the  left. 

The  operations  were  as  follows:  In  95  cases  after  tying  the  neck  of 
the  sac  as  high  as  possible,  the  sac  was  extirpated  and  the  abdominal 
ring  sutured.  In  only  1 7  cases  the  sac  was  tied  and  extirpated  without 
closure  of  the  ring  (of  these  15  were  femoral  hernias).  In  15  cases 
suture  of  the  ring  alone  was  put  down  in  the  history,  but  probably  the 
sac  had  been  tied  and  extirpated.  In  only  3  cases  was  the  ingumal 
canal  slit  open.  In  11  cases  there  was  some  modification  of  the  above 
method  of  operation,  but  no  description  given,  and  in  24  cases  the 
method  of  operation  was  not  described,  only  a  note  of  radical  opera- 
tion being  put  in  the  history. 

In  53  cases  the  omentum  was  tied  with  cat-gut,  cut  off,  and  the 
stump  returned  to  the  abdominal  cavity. 

The  hernial  sac  was  generally  completely  removed  after  the  nftck  had 
been  tied  as  high  as  possible  with  a  cat-gut  ligature;  only  in  cases  of 
congenital  inguinal  hernia,  where  the  elements  of  the  cord  were  spread 
over  the  sac  and  could  not  be  dissected  away,  was  a  partial  extirpation 
done.  The  testicle  and  spermatic  cord  were  always  carefully  pre- 
served. In  only  one  case  was  the  vas  deferens  cut  and  it  was  imme- 
diately sewn  up  again. 

As  a  rule  the  ring  was  sewn  up,  and  in  the  74  femoral  herniae  in  only 
1 1  cases  it  was  not  attempted,  while  only  twice  in  the  inguinal  herniae, 
or  not  sutured  7  times  in  165  cases.  Catgut  and  silk  had  always  been 
used  as  suture  material  for  this  purpose  till  the  spring  of  1887,  when 
Schede  substituted  silver  wire,  twisting  it  in  place.  This  wire  at  first 
was  removed  during  the  process  of  cicatrization,  but  later  on  it  was 
left  imbedded  in  the  wound. 

Drainage  was  used  as  little  as  possible,  and  after  a  lime  was  almost 
completely  abandoned,  the  tissues  being  so  brought  together  by  No, 
I  catgut  that  no  hole  or  dead  cavity  remained.     The  skin  wound    w 
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closed  by  a  continuous  suture  of  No.  i  catgut.  The  healing  of  the 
wound  occurred  without  any  reaction  in  41  %  of  the  incarcerated  her- 
niae,  and  in  35%  of  the  non-incarcerated  cases.  In  all  other  cases  it 
was  disturbed  in  someway,  either  by  retention  of  secretions  (13  cases), 
suppuration  of  the  suture  track  (10  cases),  sloughing  of  the  tissues  (16 
cases),  eczema  due  to  bichloride  (4  cases),  transient  swelling  of  the 
scrotum  (6  cases),  infiltration  along  the  spermatic  cord  (i  case),  in- 
flammation of  the  omental  stump  (2  cases),  delirium  tremens  (2  cases), 
extravasation  of  blood  in  scrotum  (i  case),  and  in  2  cases  it  was  nec- 
essary to  remove  the  wire  sutures. 

Serious  comphcations  occurred  only  7  times  and  were  as  follows: 
Followed  by  cure,  3  cases;  once  phlegmonic  inflammation  of  the  wound, 
twice  phlegmon  of  the  abdominal  wall.  Followed  by  death,  4  cases; 
phlegmon  of  abdominal  wall,  t  case;  peritonitis  following  the  operation, 
3  cases. 

The  main  point  in  the  treatment  of  the  wound  after  a  radical  opera- 
tion is  to  obtain  a  complete  primary  union,  not  only  of  the  skin,  but 
of  the  wounded  surfaces  made  by  extirpation  of  the  sac,  together  with 
a  closure  of  the  hernial  exit.  By  abandoning  drainage  in  these  cases, 
the  healing  of  the  wound  was  much  simplified  and  shortened.  The 
danger  of  septic  infection  is  not  very  great,  as  it  only  occurred  7  times 
in  165  cases,  or  a  percentage  of  4.24. 

Sepsis  is  more  frequent  after  inguinal  than  femoral  herniotomies, 
and  is  easily  explained  by  the  more  complicated  nature  of  the  former 
wound.  The  time  before  complete  healing  of  the  wound  took  place 
was  only  stated  in  85  cases,  and  the  average  time  of  healing  of  10  in- 
carcerated hernias  was  20  days.  Socin,  in  i88i,  places  it  at  21  days; 
in  non-incarcerated  cases,  21  days.  Tilanus,  in  1869,  places  it  at  30 
days;  Socin  31,  and  Leissink  21  days;  Anderegg,  in  1886,  found  that  in 
136  radical  operations  done  at  Socin's  clinic,  the  average  time  for  com- 
plete healing,  when  no  disturbances  occurred,  varied  between  14  and 
16  days,  but  where  there  were  complications  occasioned  by  casting  off 
the  ligatures,  the  time  was  35  days. 

Mortality. — In  his  mortahty  statistics  Dr.  Wolter  separates  the 
cases  into  those  where  death  directly  followed  the  operation  from  those 
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in  which  it  was  entirely  indei)endent  but  occurred  either  as  a  result  ot 
the  strangulation  or  of  an  intercurrent  disease.  Further,  he  separates 
the  simple  from  the  strangulated,  and  the  inguinal  from  the  fem- 
oral. 

Of  the  strangulated  inguinal  hernise  treated  by  operation  7  died;  of 
these,  3  from  infection  starting  in  the  wound  and  traveling  to  the  peri- 
toneum; one  died  of  shock,  a  man,  set.  69  years,  with  an  enormous 
scrotal  hernia  of  year's  standing,  wnich  contained  the  coecum,  all  ot  the 
colon,  and  a  coil  of  small  intestine.  Dr.  Schede  is  of  the  opinion  that 
the  radical  operation  should  not  be  done  in  such  cases,  but  that  the 
constriction  alone  should  be  relieved,  and  that  the  attempt  at  radical 
operation  in  this  case  was  the  cause  of  death.  The  three  (3)  other 
deaths  cannot  be  attributed  to  the  operation,  for  in  2  death  occurred 
once  on  the  loth  day,  and  once  in  the  8th  week  after  complete  cicatriza- 
tion. They  occurred  in  a  man,  ast.  61  years,  and  a  woman,  aet.  80 
years,  and  was  due  in  each  case  to  exhaustion  following  a  prolonged 
period  of  rest  in  bed. 

In  the  third  case,  a  man,  aet.  44  years,  died  3  days  after  the  opera- 
tion from  intoxication  due  to  retention  of  faeces,  caused  by  intestinal 
paralysis.  If  these  three  deaths  be  left  out,  we  have  a  mortality  of  4 
in  51  herniotomies,  or  a  death-rate  of  7.8%. 

According  to  Leissink's  statistics  (1883)  the  mortality  following  103 
operations  for  incarcerated  hernia  was  6^/5%  as  a  direct  result  of  the 
operation,  4%  as  a  result  of  the  strangulation,  and  4%  from  other 
causes.  In  the  64  radical  operations  for  strangulated  femoral  hernia 
reported  by  Wolter,  4  patients  died;  2  old  women  aet.  respectively  68 
and  69  years,  from  exhaustion;  one  woman,  aet.  68  years,  died  on  the 
ninth  day  after  operation  from  pneumonia  and  bronchitis;  and  one 
man,  aet.  61  years,  19  days  after  complete  cicatrization  from  hemor- 
rhage due  to  cancer  of  the  stomach,  so  that  none  of  these  deaths  can 
be  attributed  to  the  operation. 

According  to  Leissink,in  the  77  cases  operated  on  at  Socin's  clinic 
for  strangulated  hernia,  5V5%  died  of  sepsis  or  other  sequelae  of  the 
operation,  9V3%  died  as  a  result  of  the  strangulation,  and  8%  from 
other  causes. 
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Of  special  interest  are  the  causes  of  death  after  the  radical  oper- 
ation for  non  strangulated  herniae.  as  here  the  patients  are  supposed  to 
be  otherwise  healthy.  There  were  40  radical  operations  on  3  patients 
for  non-strangulated  inguinal  hernia  done  at  Schede's  clinic;  of  these 
37  patients  2  died;  i,  a  laborer,  aet  52  years,  23  days  after  the  opera- 
tion died  of  heart  failure;  post-mortem  examination  showed  fatty  heart, 
and  the  local  condition  was  found  perfectly  normal,  except  for  slight 
circumscribed  gangrene  of  the  omentum  with  encapsulated  suppura- 
tion of  omental  stump.  The  second  case,  a  sailor,  aet.  35  years,  suf- 
fering from  a  hernia  of  16  years'  standing,  which  for  a  year  had  en- 
larged very  much  and  become  irreducible.  The  patient  complained  of 
pain  and  vomiting  for  24  hours.  The  hernia  was  irreducible  at  the  opera- 
tion; only  adherent  omentum  being  found  in  the  sac.  On  the  morning 
of  the  operation  the  temperature  was  38°C.;  on  the  evening  after  the 
operation  it  was  still  at  the  same  height;  on  the  following  day  marked 
icterus  and  continual  vomiting  with  no  faecal  odor  set  in.  The  patient 
died  on  the  8th  day  from  suppurative  peritonitis  and  fatty  liver;  no 
signs  of  incarceration  of  the  intestine  found  at  the  autopsy.  Most 
probably  the  patient  was  already  suffering  from  peritonitis  when  he 
was  operated  on,  so  the  death  cannot  be  attributed  to  the  opera- 
tion. 

Of  the  10  operations  for  non-strangulated  femoral  hernia  all  termi- 
nated happily.  Of  the  50  cases  of  non-strangulated  hernia  treated  by 
radical  operation  iheie  was  one  death,  or  a  mortality  of  2%.  Tilanus 
(in  1879)  in  79  cases  placed  it  at  ^1%;  Leisrmk  (1883),  194  cases, 
10.8%,  of  which  7.2%  as  a  result  of  the  operation,  and  3.69c  from  in- 
ter current  disease;  Anderegg-Socin  (1886),  56  cases,  3  6%;  Svensson 
and  Erdmann  (Stockholm,  1887),  ir6  cases,  no  deaths. 

Result. — The  primary  result  of  the  operation  as  the  patients  were 
discharged  irom  the  hospital  was  such  that,  with  the  exception  of  three 
cases,  by  abdominal  pressuie  and  coughing,  there  was  no  descent  of 
the  intestine  or  bulging  at  the  site  of  the  operation.  The  exceptions 
were  as  follows:  In  two  cases,  immediately  after  the  operation,  a  pro- 
trusion of  about  the  size  of  a  walnut  returned;  and  in  the  third  case  a 
complete  reposition  of  the  intestine  could  not  be  accom[)lished.  All 
patients  were  given  a  light  truss  on  leaving  the  hospital. 
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Definite  re-ults  of  the  operation  for  this  it  is  to  be  determined  at 
what  time  after  operation  a  cure  can  be  called  permanent.  Anderegg 
observed  that  in  105  cases,  75%  of  the  recurrences  took  place  within 
the  first  year  after  the  operation.  Banks  states  that  at  the  end  of  a 
year  a  prognosis  as  to  the  definite  result  of  the  operation  can  be  given. 
In  the  15  cases  of  recurrence  observed  by  the  writer,  in  only  11  could 
the  date  of  the  return  be  settled,  and  in  10  of  them  it  took  place  within 
the  first  year.  According  to  the  opinion  of  several  writers,  patients 
who,  at  the  end  of  a  year  after  the  operation,  suffer  from  no  return, 
may,  with  great  probability,  be  considered  as  cured. 

Therefore  of  the  43  cases  examined  by  the  writer  and  found  cured, 
41  can  be  tabulated  as  follows: 

Free  from  return  at  end  ot  2  years,  -  -  -         22. 

Free  from  return  at  end  of  3  years,      -  -  -  12. 

Free  from  return  at  end  of  4  years,  -  -  -         2, 

Free  from  return  at  end  of  5  years,         .  .  -  2. 

Free  from  return  at  end  of  8  years,  -  -  -         i. 

Free  from  return  at  end  of  10  years,    -  -  -  2. 

Two  cases  were  found  free  from  return,  but  two  years  had  not  yet 
elapsed. 

In  the  58  cases  re-examined,  in  15  either  an  incomplete  cure  or  a 
marked  return  was  found,  giving  the  percentage  of  recurrence  of  25  9. 
Andrechen,  of  Zurich,  in  1881,  examined  39  casts  and  found  50%  of 
return.  Leisrink  (1883)  found  after  non  strangulated  hernia  20^9% 
of  recurrences,  while  in  strangulated  cases  only  8  Yg^-  Anderegg 
and  Socin  in  1888  examined  100  cases  and  found  recurrence  in  39%. 
Soenson  and  Erdmann,  of  Stockholm,  in  1887  examined  48  cases  and 
found  21%  of  return. 

The  question  is,  in  how  much  is  the  patient  benefited  by  the  opera- 
tion when  the  result  is  imperfect,  or  when  a  return  takes  place?  The 
question,  according  to  tlie  observers  above  mentioned,  is  answered  in 
the  following  way:  The  recurrent  hernia  is  generally  small  and  easily 
kept  in  place  by  a  light  truss,  and  causes  no  marked  disturbances. 
Dr.  Wolter  found  in  this  respect  his  experience  to  agree  with  that  of 
the  other  observers. 
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One  of  the  most  important  conditions  for  success  after  the  operation 
lies  in  the  method  employed.  Numerous  methods  have  been  pro- 
posed and  abandoned,  but  since  the  introduction  of  antisepsis,  a  new 
era  has  been  inaugurated.  Up  to  that  time  it  had  been  thought  the 
chief  aim  of  the  operation  was  to  set  up,  at  the  hernial  opening,  a 
chronic  inflammatory  process,  with  the  hope  that  the  opening  would 
be  converted  into  or  plugged  by  a  thick  mass  of  cicatricial  tissue. 
These  attempts  rested  on  the  false  idea  that  the  thicker  the  cicatrix  the 
better  the  closure.  But  cicatricial  tissue  atrophies  easily  and  presents 
very  little  resistance.  Directly  opposed  to  the  old  methods  are  the 
new  ones  which  aim  to  cause  as  little  cicatricial  tissue  as  possible,  and 
to  close  the  canal  in  all  its  parts  in  the  simplest  way  possible,  so  that 
the  natural  condition  of  things  will  be  restored.  With  this  view  in 
mind  it  has  been  proposed  to  tie  off  or  sew  up  the  neck  of  the  sac  as 
high  as  possible,  to  extirpate  the  sac,  suture  the  pillars  of  the  ring,  and 
even  sht  up  the  inguinal  canal.  All  the  new  operations  simply  differ 
from  one  another  in  that  more  or  less  stress  is  put  on  one  of  the  above 
mentioned  points. 

The  abdominal  ring  was  first  freshened  up  and  successtuUy  closed 
by  suture  by  Gross,  in  1808;  after  that  it  was  abandoned,  and  the  idea 
was  again  taken  up  by  Steele  in  1874,  he  using  catgut  instead  of  silver 
wire.  Dowell  and  Wood  sutured  the  ring  subcutaneously  by  means  of 
silver  wire.  Czerny  o|)posed  this  subcutaneous  suture  on  the  ground 
of  its  uncertainty,  and  proposed,  together  with  the  ligature  of  the  neck 
of  the  sac  and  removal  of  the  rest,  the  closure  of  the  hernial  opening 
by  means  of  the  pure  string  suture,  and  laid  much  stress  on  the  ma- 
terial employed,  stating  that  the  closure  was  more  permanent  when  silk 
was  used  instead  of  catgut. 

In  1884  silver  wire  was  again  brought  into  use,  and  was  employed 
by  Banks;  the  wire  used  by  this  surgeon  was  of  such  thickness  that  it 
could  be  easily  knotted  together,  instead  of  twisted,  and  since  1887, 
Schede  has  employed  wire  for  suture  of  the  ring,  allowing  this  wire  to 
remain  in  place,  being  of  the  opinion  that  while  it  remains  in  place  it 
keeps  the  pillars  approximated  and  gives  a  firmer  support  to  the  cic- 
atrix. 


RADICAL  CURE  OF  HERNIA.  145 

Lucas  Championniere  stated  that  suture  of  the  ring  played  no  part 
in  giving  a  permanent  result,  for  healing  of  the  aponeurotic  columns 
could  not  be  obtained,  and  that  in  many  cases  of  permanent  cure  the 
sutured  ring  was  still  uf  sufficient  size  to  admit  the  tip  of  the  finger; 
hence  healing  together  of  the  pillars  could  not  have  taken  place,  and 
he  ascribes  the  good  result  to  other  causes,  such  as  the  extirpation  of 
the  sac,  and  its  ligature  high  up.  But  according  to  most  other  sur- 
geons, where  permanent  cure  has  taken  place  there  has  been  more  or 
less  growing  together  ot  the  aponeurotic  columns,  and  all  that  is 
needed  is  a  narrowing  of  the  ring,  not  its  complete  closure,  and  this 
narrowing  is  obtained  by  the  suture. 

Great  weight  has  been  placed  on  ligating  the  sac  as  high  as  possible, 
but  there  is  a  slight  difference  of  opinion  as  to  whether  it  should  be  ex- 
tirpated, or  left  alone,  after  being  ligated.  Schede  is  of  the  opinion  of 
leaving  it  alone,  while  Langenbeck  always  advised  its  complete  extir- 
pation. Brocier,  who  has  paid  considerable  attention  to  the  treatment 
of  the  sac,  is  of  the  following  opinion: 

Its  extirpation  can,  under  favorable  circumstances,  bring  about  a 
more  rapid  closure  of  the  wound,  but  extirpation  is  not  to  be  done  in 
very  weak  patients  on  account  of  the  dangers  of  prolonging  the  opera- 
tion. Extirpation  is  indicated  when  the  sac  is  but  slightly  adherent, 
and  especially  where  it  is  thickened  and  degenerated;  contra-indicated 
when  it  is  strongly  adherent,  and  where  very  large  hernise  exist.  If  the 
sac  be  very  thin,  and  but  slightly  altered,  or  if  it  be  firmly  adherent,  it 
does  not  interfere  with  the  healing  per  primam.  In  cases  where  the 
sac  is  strongly  adherent,  but  of  doubtful  viability,  its  disintegration  by 
suppuration  is  to  be  preferred  to  the  dangers  attending  its  extirpation. 
In  Schede's  clinic,  extirpation  of  the  sac  is  the  rule,  and  Schede  uses 
numerous  interrupted  sutures  of  No.  i  catgut,  going  under  the  bottom 
of  the  wound,  so  that  all  the  parts  are  brought  into  perfect  apposition, 
through  a  continuous  superficial  suture  of  the  same  material.  At  the 
same  time  he  does  away  with  irrigation,  and  only  uses  sponges  soaked 
in  a  bichloride  solution. 

Kiister,  of  Berlin,  closes  his  wound  by  etage  sutures.  Riesel  has  ad- 
vised slitting  up  the  inguinal  canal,  removing  the  sac  at    its  junction 
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with  the  peritoneum,  and  then  removing  so  much  from  the  sides  of  the 
inguinal  canal  that  by  sutures  it  can  be  tightly  cl  sed  around  the  sper- 
matic cord.  Leissink  endorses  this  method,  and  states  that  unless 
this  is  done  the  operation  is  incomplete.  Schede  condemns  this  pro- 
cedure as  not  only  useless  but  dangerous,  and  contents  himself,  like 
most  surgeons,  with  ligating  the  sac  as  high  as  possible. 

Special  attention  has  been  given  to  the  point  if  a  light  truss  should 
be  worn  after  the  radical  operation.  Anderegg,  in  1886,  as  a  result  of 
his  experience  at  Socin's  clinic,  was  of  the  opinion  that  so  long  as  no 
recurrence  took  ])lace  the  wearing  of  a  truss  should  not  be  allowed, 
for  by  pressure  of  the  cushion  a  depression  was  produced,  which,  after 
the  removal  of  the  truss,  was  converted  into  an  elevation,  and  the  peri- 
toneum became  loosened  around  its  margins,  predisposing  to  a  return 
of  the  trouble.  Socin,  Beck,  Banks  and  Riesel  report  a  number  of 
cases  of  permanent  cure  where  patients  left  off  wearing  a  truss  imme- 
diately after  the  operation,  and  have  remained  perfectly  well,  notwith- 
standing heavy  work.  On  the  other  hand,  many  competent  surgeons, 
Schede  in  1877,  Tilanus  1879,  Maas  1S79.  Lucas  Championnitre 
i885,Konig  1885,  are  all  of  the  opinion  that  alight  truss  should  be 
worn  for  some  time  after  the  operation.  At  Schede's  clinic  it  is  the 
rule  to  advise  the  patients  to  wear  a  light  truss  for  the  first  few  montUs 
following  the  operation,  and  then  to  gradually  abandon  it. 

Of  the  58  patients  examined  by  Wolter  a  long  time  after  the  opera- 
tion, among  the  43  cured,  27  had  regularly  worn  a  truss.  6  only  when 
doing  heavy  work,  2  had  abandoned  it  immediately  on  leaving  the  hos 
pital,  and  9  at  some  time  varying  from  5    weeks  to  2    years  after    the 
operation. 

Of  the  15  recurrences,  6  wore  a  truss  continuously  since  the  opera- 
tion, I  wore  it  irregularly,  3  abandoned  it  immediately  after  leaving  the 
clinic,  and  in  5  no  definite  data  could  be  obtained. 

Dr.  Wolter  is  of  the  opinion  that  the  permanent  cure  is  in  no  way 
affected  by  the  wearing  of  a  truss,  and  at  no  time  was  he  able  to  find 
any  pressure  atrophy  or  any  loosening  of  the  peritoneum,  and  he 
deems  it  advisable  that  the  patients  should  wear  a  light  truss  for  some 
months  after  tlie  operation.     Since  1877  Schede  has  changed  his  views 
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on  the  subject,  and  claims  that  pressure  of  the  cushion  does  in  some 
cases  cause  atrophy  of  the  scar  and  now  deprecates  the  use  of  a  truss 
immediately  after  the  operation,  but  says  all  cases  must  not  be  judged 
alike.  Where  silver  wire  has  been  used  and  left  in  place  he  advises  no 
truss;  also  where  the  wound  has  healed  throughout  per  primam,  also 
where  the  contents  of  the  hernia  was  only  omentum,  which  was  re- 
moved. 

The  tendency  to  recurrence  is  much  greater  when  tl  e  contents  are 
coils  of  intestine. 

According  to  Anderegg  and  the  writer,  return  is  more  frequent  in  in- 
guinal than  in  femoral  hernia.  In  the  22  cases  of  femoral  hernia  ex- 
amined, there  were  4  returns,  or  18.2%.  In  the  36  cases  of  inguinal 
hernia  examined,  there  were  11  returns,  or  30.6%. 

The  operation  of  radical  cure  can  be  undertaken  at  any  age  with  the 
prospects  of  good  results,  but  the  prognosis  for  permanent  cure  seems 
to  be  specially  good  when  the  operation  is  done  in  childhood. 

The  subsequent  occupation  of  the  patient  as  regards  heavy  bodily 
exertion  seems  to  have  no  influence  on  the  return  of  the  trouble. 
Nussbaum  and  Anderegg  advise  a  series  of  gymnastic  exercises,  after 
the  operation,  destined  to  strengthen  the  abdominal  muscles.  Certain 
constitutional  conditions,  such  as  a  strumous  diathesis,  flabby  condi- 
tion of  the  muscles,  and  emaciation,  greatly  interferes  with  the  pros- 
pects of  good  results. 

Indications  for  the  Radical  Operation. — In  all  cases  of  strangulated 
hernia,  where  the  condition  of  the  intestine  permits  of  its  return  to  the 
abdominal  cavity,  the  radical  operation  should  be  attempted. 

The  radical  operation  should  not  be  attempted  in  early  life  when,  by 
proper  treatment  by  means  of  a  truss,  a  cure  can  be  expected.  In 
childhood  when,  after  a  prolonged  trea'ment  by  a  truss  no  result  is  ob- 
tained, a  radical  operation  is  to  be  advised,  for  this  is  the  time  when 
the  best  and  most  permanent  results  are  obtained.  According  to 
Rothmund,  only  up  to  the  7th  year  is  a  cure  to  be  expected  by  the 
bloodless  method,  and  from  that  time  on  the  chances  for  success  di- 
minish. 

Reducible  hernise,  occurring  in  youth  and  adult  life,  but  which   are 
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easily  held  in  place  by  a  truss,  and  cause  no  discomfort,  ought  to  be 
treated  conservatively,  unless  such  patients  desire  a  quick  and  per- 
manent cure. 

Irreducible  herniae,  as  well  as  those  which  can  not  be  held  in  place 
by  a  truss,  and  in  fact  all  those  which  cause  serious  discomfort  to  the 
patient,  present  sufficient  indications  to  warrant  an  attempt  at  radical 
cure. 

Contra-indications  to  the  radical  operation  are  those  cases  of  stran- 
gulated herniae  in  the  aged,  where,  in  consequence  of  strangulation,  a 
prolonged  operation  would  be  dangerous,  and  the  surgeon  must  be 
content  with  relieving  the  constriction.  Very  large  strangulated  her- 
niae in  the  aged  should  not  be  operated  on  radically,  and  the  constric- 
tion only  should  be  cut.  The  radical  operation  is  contra-indicated  in 
all  cachectic  conditions,  and  in  old  age,  where  it  is  to  be  supposed 
that  the  patient  will  be  confined  to  bed  for  a  long  time. 

F.  C.  HussoN. 
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I.  Sterilizer  for  Surgical  Purposes.  By  Dk.  Straub 
(Utrecht,  Holland).  The  author  had  used,  in  the  pathological  labora- 
tory of  the  military  hospital  in  Utrecht,  for  a  long  period  of  time,  a 
very  simple  apparatus,  viz.,  a  pea-steamer  which  was  used  in  the  kitchen, 
for  the  purpose  of  desinfecting  the  cylinders  in  which  the  cotton  is  kept, 
nutritive  soil  for  bacteriological  experiments,  etc.  The  water  tank  of  the 
steamer  was  used  for  the  disinfection  of  instruments.  When  he,  later  on, 
was  oidered  by  the  inspector  of  the  sanitary  service  to  report  on  the 
introduction  of  a  sterilizer  for  use  in  the  military  hospitals  and  in 
the  field,  he  thought  of  having  the  pea  steamer  made  on  a  larger  scale 
and  of  stronger  material.  Especially  one  disadvantage  had  io  be 
improved  in  the  construction  of  these  large  apparatuses.  The  objects 
and  instruments  which  were  disinfected  in  the  above  mentioned  appar- 
atus were  somewhat  moist;  being  a  result  of  the  condensation  of  the 
small  quantity  of  the  steam  which  penetrated  into  it.  This  disadvan- 
tage had  to  be  done  away  with.  The  apparatus  consists  of  a  cylinder 
shaped  water-tank,  which  furnishes  the  steam  and  simultaneously  steri- 
lizes the  instrumen  s,  and  a  cylinder  covered  with  felt  for  the  steriliza- 
tion of  dressing  material,  pus  basins,  towels,  operating  coats,  etc.  The 
modus  operandi  of  this  very  excellent  and  inexpensive  apparatus  is 
extensively  described  in  the  original'  article. 

The  reliability  of  this  sterihzer  has  been  proven  by  numerous  bacter- 
iological experiments  made  with  it  by  Straub  in  the  pathological 
laboratory. 

The  apparatus  is  also  much  cheaper  than  other  similar  ones  con- 
structed for  the  same  purpose,  and  if  dressing  material  saturated  with 

(«49) 
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antiseptics  are  rendered  superfluous,  then  a  considerable  saving  will 
result  if  this  apparatus  be  used  any  length  of  time. 

A  half  an  hour  is  required  for  sterilization.  The  sterilization  of 
instruments  is  to  be  practiced  with  care.  The  quality  of  the  water  may 
influence  it  and  not  all  instruments  bear  the  boiling  process  equally 
well.  If  the  boiling  of  instruments  is  to  become  universal,  then  instru- 
ments with  metallic  handles  will  be  generally  used. 

The  sterilizer  is  to  be  had  at  the  instrument  maker  Harting-Bank 
in  Utrecht,  Holland,  for  36  gulden  ($10). — Nederltijdschr.  voor 
Geneesktinde,  25,  1889. 

F.  H.  Pritchard  (Boston). 

OPERATIVE  SURGERY. 

I.  New  Method  for  Preventing  HaemDrrhage  During  Am- 
putations at  the  Hip-Joint.  By  Dr.  J.  A.  Wyeth  (New  York). 
The  limb  having  been  elevated  and  an  Esmarch  bandage  having  been 
applied, two  steel  mattress  needles, three  sixteenths  of  an  inch  in  diameter 
and  a  foot  long,  are  used.  The  point  of  one  is  inserted  an  inch  and 
a  half  below  the  anterior  superior  si)ine  of  the  ilium  and  slightly  to  the 
inner  side  of  this  prominence,  and  is  made  to  traverse  the  muscles  and 
deep  fascia,  passing  about  half  way  between  the  great  trochanter  and 
the  iliac  spine,  external  to  the  neck  of  the  femur  and  through  the  sub- 
stance of  the  tensor  vaginae  femoris,  coming  out  just  back  of  the  troch- 
anter About  four  inches  of  the  needle  should  be  concealed  by  the 
tissues. 

The  point  of  the  second  needle  is  entered  an  inch  below  the  level  of 
the  croich  internally  to  the  saphenous  opening,  and,  passing  through 
the  adductors,  comes  out  about  an  inch  and  a  half  in  front  of  the  tuber- 
ischii.  No  vessels  are  endangered  by  these  needles.  The  points  are 
protected  by  corks  to  prevent  injury  to  the  operator's  hands. 

A  piece  of  strong  white  rubber  tube  half  an  inch  in  diameter,  and 
long  enough  when  tightened  in  position  to  go  five  or  six  times  around 
the  thigh,  is  now  wound  very  tight  around  and  above  the  fixation  nee- 
dles and  tied 
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The  Esmarch  bandage  is  removed  and  five  inches  below  the  tourni- 
quet a  circular  incision  is  made,  and  a  cuff  which  includes  the  subcu- 
taneous tissues  down  to  the  deep  fascia  is  dissected  off  to  the  level  of 
the  lesser  trochanter,  at  which  level  the  muscles  and  vessels  are  divided 
squarely  and  the  bone  sawed  through.  All  vessels  (including  the 
veins)  which  can  be  seen  are  tied  with  catgut  and  the  smaller  bleeding 
points  can  be  discovered  by  slightly  loosening  the  tourniquet. 

The  remaining  portion  of  the  femur  is  now  easily  removed  by  divid- 
ing the  attached  muscles  close  to  the  bone  and  opening  the  capsule  as 
soon  as  it  is  reached.  On  lifting  the  end  of  the  bone  in  the  direction 
of  the  patient's  navel  and  dividing  the  cotyloid  ligament  posteriorly, 
the  air  enters  the  cavity  of  the  acetabulum  and  greatly  facilitates  the 
division  of  the  ligamentum  teres. 

GYNiECOLOGICAL. 

I.  Three  Cases  of  Prolapsus  Urethrae  Feminalis.  By  A.  So- 
DERMARK  (Boras,  Sweden).  The  writer  wonders  at  seeing  this  disease 
spoken  of  as  of  rare  occurrence.  He  has  seen  3  cases  in  3  years. 
The  symptoms  produced  by  this  are  not  unimportant.  As  to  the 
treatment  he  prefers  removal  with  the  knife  or  scissors  with  subse- 
quent suturing  of  the  parts  by  the  ligature  or  touching  with  the  galvano- 
cautery. 

1.  A  woman,  aet.  58  years,  with  prolapsus  uteri,  cystocele  and  rec- 
tocele  as  complications.  At  the  meatus  urinarius  there  was  a  tumor 
the  size  of  a  walnut  and  partially  gangrenous,  in  the  middle  of  which 
an  opening  le.l  into  the  urethra.  Extirpation  was  done  by  means  of 
the  galvano-caustic  loop.  Later  colporrhaphia  duplex  was  performed. 
Discharged  as  cured. 

2.  A  woman,  ast.  70  years,  had  noticed  at  the  external  urethral 
opening  a  tumor  the  size  of  a  plum,  formed  by  the  mucous  membrane 
of  the  urethra.  Removal  by  means  of  the  gaivano-cautery.  Recov- 
ery. 

3.  A  girl,  a;t.  9  years.  At  the  external  urethral  opening  there  was 
a  tumor  formed  by  prolapse  of  the  urethral  mucous  membrane.  This 
tumor  about  the  size  of  an  almond.     Removal  by    means  of  the  scis- 
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sors;  sutures  were  inserted.     Recovery.- //jx<'/<?.  1889.  Bd.  LI.,  No. 
5,  pp.  306-307. 

II.  Complete  Prolapse  of  the  Uterus  in  a  New-Born 
Child.  By  N.  Guislixg.  The  writer  describes  a  child,  born  with  spina 
bifida  and  bilateral  clubfoot,  which  soon  after  birth  was  taken  with  diar 
rhoea  and  with  incessant  straining.  A  complete  prolapse  of  the  uterus, pro- 
jecting 3  cm.  from  the  vulva,  developed,  the  child  perishing  in  a  few 
days.  A  post  mortem  examination  was  made  which  revealed  nothing 
abnormal  in  the  pelvis  except  a  laxness  of  the  ligamenta  lata  and  ro- 
tunda. The  prolapse  was  probably  caused  by  the  abdominal  pressure. 
— Norsk  Magazin  for  Tcsgevideuskaben,  1889.  4. 

III.  Carcinoma  Uteri  Prolapsi.  By  E.  Ullmann  (Vienna). 
Cases  of  cancerous  degeneration  of  prolapsed  uteri  are  of  extreme  rar- 
ity; only  three  have  been  already  described  in  the  literature.  The 
writer  describes  a  fourth  case-  that  of  a  woman,  set.  81  years — in  his 
communication.  The  total  prola])se  had  existed  nearly  20  years;  dur- 
ing the  latter  months  an  epithelioma  developed  in  the  middle  of  the 
prolapsed  uterus,  which  gave  much  annoyance  by  haemorrhage  and 
pains.  Total  extirpation  of  the  uterus  was  done,  which  was  followed 
by  recovery.—  IVietter  Medicin  Presse,  1889.  Bd.  xxx,  No.  50 

IV.  On  Total  Extirpation  of  the  Uterus  through  the  Per- 
ineum. By  Frommel.  Basing  his  operation  upon  the  attempts  of 
Zuckerkandl  to  expose  the  pelvic  organs  through  the  perineum,  by  ex- 
periments upon  the  cadaver,  the  writer  extirpated  the  uterus  in  a  case 
of  an  extensive  tumor  of  the  cervix,  extending  also  over  onto  the  vag- 
inal fornix.  He  made  an  incision  uniting  the  two  tubera  ischii  and 
then  proceeding  carefully  upwards  between  the  vagina  and  rectum 
until  the  space  of  Douglas  is  reached,  from  where  he  removed  the 
uterus,  then  easily  in  view.  This  method  is  to  be  preferred  in  many 
cases  of  new  growths,  to  the  methods  of  operation  in  use  up  to  now. — 
Mnchuer  Medicin  Wochenschr.  1889,  No.  31. 

V.  Total  Vaginal  Extirpation  of  the  Uterus  for  Reten- 
tion of  a  Putrifying  Placenta.     By  L.  Roosenburg.    The  patient 
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in  question  was  a  woman,  set.  24  years,  who  had  given  birth  to  2  fully 
developed  children  and  then  aborted  at  the  sixth  month.  The  mid- 
wife attempted  to  remove  the  placenta,  but  it  presented  some  difficul- 
ties. In  spite  of  the  haemorrhages  which  later  on  made  their  appear- 
ance, the  uterus  was  curetted.  March  24,  abortion  again  occurred,  at 
the  fourth  month.  On  the  midwife  attempting  to  remove  the  placenta 
the  umbilical  cord  was  torn  off  and  the  placenta  remained  in  the  uterus. 
Immediately  after  the  labor  the  patient  was  seized  with  a  chill  which 
was  followed  by  a  feverish  state.  As  these  attacks  repeated  them- 
selves daily  and  became  more  and  more  violent,  the  lochia  but  slightly 
bloody  became  putrid  and  the  patient  perceptibly  emaciated.  Roos- 
enburg  was  called  in  March  30. 

He  found  the  patient  in  bed  with  a  somewhat  hippocratic  face. 
Pulse  very  small  (120),  the  abdomen  more  or  less  distended,  the  uter- 
us to  be  felt  below  the  umbilicus  through  the  abdominal  wall;  the  gen- 
itals covered  with  a  black  and  putrid  blood.  The  next  day  the  pa- 
tient was  received  into  the  hospital.  Temperature  41.5°.  Pulse  10. 
Respiration  40.     The  patient  suffered  from  dyspnoea. 

After  disinfection  of  the  vagina  and  uterine  cavity,  Roosenburg  tried 
to  gain  entrance  into  the  uterus.  The  mouth  of  the  uterus,  surround- 
ed by  a  thick  and  but  little  elastic  wall,  only  allowed  two  fingers  to  be 
introduced  with  difficulty.  Nothmg  of  the  placenta  however  could  be 
felt.  Fearing  a  rupture  of  the  cervix  from  further  attempts,  nothing 
further  was  done  in  this  direction.  Energetic  disinfection  and  a  tam- 
ponade of  iodoform  gauze. 

During  the  night  the  temperature  fell  to  37°C  ;  (the  pulse  remaining 
124)  to  rise  in  the  morning  to  40°C.  Pulse  132.  Respiration  44. 
The  next  morning  the  tampon  was  removed.  The  mouth  of  the  uterus 
not  having  dilated,  an  attempt  was  made  to  remove  the  placenta  by 
means  of  Volkmann's  curette  (large  size). 

Disinfection  again  and  tamponade.  With  rigors  the  temperature  ran 
up  to  40  5.  Pulse  145.  The  next  morning  the  abdomen  was  greatly 
distended;  nausea.  As  the  writer  got  the  idea  that  the  patient  could 
not  live  24  hours  longer  total  extirpation  of  the  uterus  through  the 
vagina  was  performed  with  the    patient's   consent.     After  removal  of 
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the  uterus  iodoform  gauze  was  introduced  into  the  lower  part  of  the 
abdominal  cavity  and  a  large  tampon  of  cotton  dipped  into  iodoform- 
ized  glycerine  was  placed  into  the  vagina.  The  operation  lasted  an 
hour.  Hot  cognac  was  administered.  The  temperature  remained 
41.9°  2  hours  after  the  operation,  but  in  the  evening  it  fell  to  37.5°. 
Pulse  112.  The  pulse  soon  fell  to  92  while  the  temperature  remained 
normal;  the  ligatures  came  out  after  10  days  and  after  14  days  the 
patient  could  walk  around  the  room.  Immediately  after  the  operation 
the  uterus  was  examined.  At  the  first  incision  over  the  posterior  sur- 
face of  the  uterus  through  the  peritoneum  and  half  through  the  thick- 
ness of  the  uterine  wall  a  very  intense  stench  was  remarked,  while  a 
second  incision  carried  the  knife  into  the  uterine  cavity  through  the 
placenta's  middle.  The  placenta,  very  strongly  adherent  to  the  uterine 
wall,  was  upon  its  free  surface  black  an  i  stunk  horribly.  In  some 
places  a  placentitis  was  to  be  observed. 

In  the  literature  only  one  such  case  is  known,  where  Schultze  per  - 
formed  supravaginal  extirpation.  The  writer  ui  such  cases  would  al- 
ways perform  the  operation  through  the  vagina.  Besides  that  R  is 
of  the  opinion  that  in  cases  of  puerperal  septicaemia  where  the  first 
disinfection  of  the  uterus  is  without  result,  where  the  diagnosis  be- 
comes certain  through  an  incipient  peritonitis  and  the  relation  between 
pulse  and  temperature  permits  one  to  give  a  gloomy  prognosis ,  total 
extirpation  should  be  performed  as  a  last  resort.— iW^^r/.  Gijdschr . 
V.  Geneeskunde,  1889,  No.  21. 

VI.  Total  Vaginal  Extirpation  of  Uterus,  Together 
with  Portions  of  Pelvic  Connective  Tissue.  By  Dr.  Pawlik 
(Prague).  Proceeding  from  the  fact  that  the  recurrences  after  opera- 
tion upon  carcinomatous  uteri  appear  most  frequently  ui  the  connec- 
tive tissue  of  the  parametria  and  extension  of  the  carcinoma  into  this 
tissue  too  often  renders  the  operations  futile,  Pawlik  determined  to 
remove  the  parametria  with  the  uterus.  He  sounded  the  ureters  in 
order  to  avoid  injuring  them.  This  procedure  he  has  tried  upon  three 
patients. 

I.     The  first  case  was  that  of  a  midwife,  aet  48  years,  with  an  ulce  r- 


GYNAECOLOGICAL.  I55 

ating  carcinoma  ot  the  portio  which  on  the  left  side  had  extended 
over  on  to  the  vaginal  wall  for  one  centimeter.  There  was  painful  in- 
filtration of  the  left  parametrium  which,  however,  did  not  extend  up  to 
the  pelvic  wall.  The  left  ureter  could  be  separated.  An  operation 
was  performed  October  i8,  1888,  with  a  sound  in  the  left  ureter  and  a 
rubber  tube  to  carry  the  urine  off  into  a  receptacle. 

The  uterus  and  the  left  parametrium,  close  up  to  the  lateral  pelvic 
wall,  as  well  as  the  left  cystic  ovary,  were  extirpated.  Recovery  un- 
eventful.    No  recurrence  up  to  one  half  year  later. 

II.  A  cauliflower  growth  of  the  portio;  the  vaginal  insertion  of  the 
uterus  free  from  any  infiltration.  From  the  right  border  of  the  cervix, 
a  band,  the  size  of  one's  little  finger,  ran  up  to  the  sacro-ihac  articu- 
lation. The  uterus  and  this  band  were  extirpated  without  any  sound 
in  the  ureter,  as  the  ureter  was  thought  to  be  out  of  danger.  Recovery 
took  place.  The  28th  day  after  the  operation,  after  removal  of  the  last 
ligature,  the  urine  dribbled  out  ot  the  right  ureter,  which  had  undoubt- 
edly been  caught  in  a  ligature.  The  uretero-vaginal  fistula  closed 
closed  spontaneously. 

III.  A  large  uifiltrated  ulcerated  carcinoma  ot  the  portio,  and  in  the 
left  parametrium,  a  band  the  size  of  a  finger,  and  running  to  the  lateral 
pelvic  wall.  On  the  right  side  a  similar  but  much  smaller  band  was 
felt.  An  operation.  May  24,  1889,  was  performed.  Both  ureters  were 
sounded.  The  uterus  and  the  band  of  the  left  side  were  removed,  the 
band  as  near  to  the  pelvic  wall  as  possible.  After  removal  of  this 
band  the  other  diappeared;  it  was  clearly  only  an  expression  of  the 
tension  of  the  left.  The  course  of  the  recovery  was  uneventful. — 
Casopis  Ceskych  Lekarti,  1889,  No.  28. 

F.  H.  Pritchard  (Boston). 

VII.  A  Contribution  to  the  Treatment  of  Large  Uterine 
Myomata  Undergoing  Expulsion.  By  Profes-or  Fehling 
(Basle).  The  frequently  unfavorable  termination  following  operating 
upon  submucous  myomata  from  the  vagina  (14-25%  mortality) 
and  the  bad  results  after  such  procedures  led  Fehling  to  remove  the 
tumor  in  three  such   cases   where  the  tumors  were  in  the  process  of 
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expulsion,  not  by  the  vagina  but  by  laparotomy.      These   interesting 
cases  are  here  given  in  an  abstracted  form. 

The  first  case  was  that  of  a  woman,  aet.49  years,  who  had  remarked 
in  the  course  of  the  last  few  years  the  development  of  an  abdominal 
tumor,  which  finally  increased  rapidly  in  size.  Reduced  greatly  by 
haemorrhages,  and  finally  by  fever,  the  patient  sought  medical  aid. 
A  tumor  was  found  extending  nearly  yp  to  the  thoracic  wall,  which  at 
the  same  time  filled  out  the  pelvis  and  had  also  extended  down  to  the 
entrance  of  the  vagina.  No  portio  could  be  found,  the  os  uteri  only 
to  be  felt  anteriorly  behind  the  symphysis  as  a  narrow  seam  of  mucous 
membrane.  Fever  was  also  present  in  consequence  of  septic  endo- 
metritis. 

Laparotomy  was  performed.  After  opening  the  abdomen  and  sep- 
arating the  omental  adhesions,  the  tumor  was  brought  forward, 
the  ovaries  ligated,  the  bladder  separated  and  the  uterus  con- 
stricted by  the  elastic  ligature.  Then  an  incision  was  made  into  the 
anterior  wall  of  the  uterus  and  the  soft  myoma  situated  under  the 
mucous  membrane  separated  from  the  surrounding  tissues  and 
completely  enucleated.  The  lower  piece  reaching  down  into  the  pel- 
vis passed  well  throngh  the  elastic  ligature,  then  another  ligature  was 
applied,  the  uterus  amputated,  the  stump  being  cared  for  according  to 
Hegar.     The  pedicle  was  treated  extra-peritoneally.     Recovery. 

In  the  second  case  the  tumor  in  question  was  a  sub-mucous  myoma, 
the  process  of  expulsion  was  of  long  duration,  the  deepest  portion 
projected  from  the  vagina  and  showed  incipient  necrosis.  This  patient 
also  was  so  reduced  by  continuous. haemorrhage  and  septic  endometri- 
tis that  the  danger  forced  an  operation.  This  resembled  entirely  that 
of  the  first  case  and  the  condition  revealed  itself  to  be  two  separate 
myomata  which  were  both  enucleated  and  removed.  One  of  these 
was  suppurating,  its  removal  being  effected  through  the  vagina.  The 
stump  treated  as  above.     Recovery. 

The  tumor  in  the  second  case  had  also  developed  rapidly,  leading 
to  much  haemorrhage  and  also  was  partly  protruding  into  the  V2gina. 
Phenomena  of  pressure  and  septic  peritonitis  indicated  a  speedy  re- 
moval.    The  operation  was  performed  as  in  the  first  cases  ;  here  also 
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the  bladder  had  to  be  separated  manually  before  applying  the  elastic 
ligature,  and  the  entire  tumor,  together  with  that  portion  in  the  vagina, 
was  removed  through  the  uterine  wound.  Besides  the  tumor  there 
was  found  here  a  circumscript  pyosalpinx  of  the  right  Fallopian  tube. 
During  the  days  immediately  following  the  operation  the  tempera- 
ture still  remained  high;  the  further  course  of  the  case  was  a  favorable 
one. —  Cor.  Bl.  f.  Schweizer  Aertze^  xix,  21,  1889. 
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Handbuch  der  Chirurgischen  Technik,  bei  Operationen  und 
Verbanden.  Von  Dr.  Albert  R.  von  Mosetig-Moorhof.  Ers- 
ter  Band.  AUegemeine  Chirurgie:  Dritte  verbesserte  und  verm- 
ehrte  Auflage.  Leipzig  und  Wien;  Franz  Deutick;  1890.  New 
York,  G.  E.  Stechert. 

Manual  of  Surgical  Technique  in  Regard  to  Operations  and 
Dressings. 

The  third  edition  of  this  practical  surgery  appears  in  two  volumes, 
the  first  of  which,  dealing  with  elementary  operative  procedures,  and 
operations  upon  the  various  anatomical  tissues,  S3stematically  consid- 
ered, has  just  come  to  us  from  the  press.  The  object  of  the  book  is  to 
offer  practical  advice  to  the  practicing  physician,  and  be  a  teacher  and 
guide  to  the  student,  whose  theoretical  knowledge  as  regards  opera- 
tive measures,  is  greater  than  his  technical  ability. 

The  first  volume  contains  a  chapter  on  anaesthesia  and  narcosis; 
then  follows  an  exposition  of  the  methods  of  treating  wounds. 

Preparation  for  operations,  haemostasis,  sutures,  division  of  tissues, 
removal  of  substances,  artificial  destruction  of  tissue  and  general  ele- 
mentary operative  procedures  are  next  considered.  Then  operations 
on  the  skin,  the  muscles  and  their  tendons,  the  blood  vessels,  the 
nerves,  the  bones  and  joints  are  discussed;  and,  finally,  all  kinds  of 
dressings  and  their  application  are  treated   of  in  detail. 

In  a  word,  the  book,  as  far  as  the  first  volume  is  concerned,  repre- 
sents a  complete  minor  surgery  considered  from  an  objective  point  of 
view.  For  the  illustrious  author  has  everywhere  kept  his  personal 
views  in  the  background. 

The  book  is  well  gotten  up,  in  large  octavo  form,  and  contains  some 
430  pages  and  many  handsome  wood-cuts,  representing  mostly  instru- 
ments and  bandages. 

The  descriptions  of  the  various  methods  of  operating  and  applying 
dressings  are  quite  concise,  embodying  the  generally  accepted   views 

(158) 


TEXT-B OOK  ON  S UR GER  V,  £ TC.—ALBER  T.  159 

of  the  best  surgical  systems,  and  giving  the  European  literature  of  the 
subjects.  Two  indices,  one  of  authors,  the  other  of  subjects,  make 
reference  to  the  pages  of  the  book  easy. 

Die  Krankheiten  der  Harnblase.  Von  Prof.  Dr.  R.  Ultzmakn. 
Deutsche  Chirurgie.  Lief.  52.  Stuttgart,  Ferd.  Enke.  1890.  New 
York.     G.  E.  Stechert. 

The  Diseases  of  the  Urinary  Bladder. 

This  volume,  uniform  with  the  others  of  Billroth  and  Luecke's  se- 
ries of  "German  Surgery,"  and  illustrated  by  182  wood-cuts,  is  com- 
pleted and  edited  by  Dr.  Moritz  Schustler,  of  Vienna,  and  forms  a 
most  valuable  work  of  reference  on  the  subject  of  vesical  diseases. 

After  a  short  sketch  of  the  anatomy  and  physiology  of  the  bladder, 
an  d  a  more  lengthy  consideratic  n  of  the  condition'of  the  urine  in  dis- 
eases of  the  bladder,  the  author  details  the  methods  of  examining  the 
organ,  and  then  discusses  the  malformations,  wounds  and  injuries  and 
urinary  fistulse,  hernige,  the  disorders  of  nutrition,  including  cystitis, 
calculi  and  foreign  bodies,  parasites  and  neoplasms  of  the  bladder,  and 
concluding  with  the  neuroses. 

The  literature  of  the  subjects  is  everywhere  alluded  to,  special  at- 
tention being  given  to  the  history  of  each,  and  the  book  presents  a 
comparatively  concise  and  clear  expose  of  the  best  current  views  on 
the  lesions  treated  of. 

Lehrbuch  der  Chirurgie  und  Operationslehre.  Vorlesungen  von 
Dr.  Edward  Albert.  Vierte,  umgearbeitete  Auflage.  Wien  und 
Leipzig,  Urban  und  Schwarzenberg,  1890.  New  York.  G.  E. 
Stechert. 

Text-Book  on  Surgery  and  Operative  Technique. 

The  first  volume  of  the  fourth  edition  of  this  popular  book  is  now 
before  us,  treating  of  the  surgical  diseases  of  the  head  and  neck,  and 
appearing  in  a  much  improved  form.  A  large  number  of  new  illustra- 
tions accompany  the  text,  and  the  older  ones  are  newly  cut. 

The  chapters  on  anaesthesia,  haemostatics  and  the  treatment  of 
wounds  are  omitted,  as  not  belonging  to  special  surgery,  which  the 
work  treats  of. 

Glancing  through  the  book,  we  notice  that  all   the   more  recent  ad- 
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vances  of  late  years  have  been  incorporated  in  the  text,  without,  how- 
ever, interfering  with  a  certain  conservatism  of  the  author's,  very  prop- 
erly compatible  with  the  eminence  he  enjoys  as  a  teacher.  These  ad- 
vances are  specially  noticeable  in  such  chapters  as  that  on  bram  sur- 
gery and  thyroidectomy. 

There  has  been  much  material  added  in  the  way  of  short  histories 
of  recent  cases  observed  by  the  author,  and  illustrations  of  specimens 
from  the  Vienna  pathological  museum,  contributed  by  Prof  Kundrat, 
which  adds  so  much  to  the  perspicuity  and  attractiveness  of  the 
author's  style  in  treating  the  various  subjects,  that  it  is  indeed  difficult 
to  lay  the  book  down  after  one  has  commenced  a  chapter. 

The  book  is  handsomely  gotten  up  by  the  publishers. 
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TITHIN  the  last  four  or  five  years  there  have  been  so 
many  diverse  methods  introduced  for  the  removal  of 
thyroid  tumors  that  a  collective  review  of  the  very  extensive 
literature  of  the  subject  appears  of  some  interest  to  the  practi- 
cal surgeon.  Regarding  the  operative  technique  alone,  there 
are  at  the  present  time  at  least  ten  different  procedures  in  use 
for  the  treatment  of  goitre;  yet,  while  all  are  recognized  as  le- 
gitimate operations,  some  bear  identical,  or  very  similar  titles, 
and  others  are  known  only  by  the  names  of  their  authors.  It 
is  proposed  here  to  enumerate  and  describe  these  various 
methods  with  a  view  to  facilitate  comparisons  between  them, 
as  well  as  to  attain  some  unity  in  the  use  of  the  terms  em- 
ployed in  Connection  with  these  operations.  Before  turning  to 
the  operative  technique  proper,  it  is,  however,  advisable  to 
glance  cursorily  at  our  present  knowledge  of  the  anatomy, 
both  normal  and  morbid,  of  the  thyroid  gland;  for  it  is  largely 
due  to  comparatively  recent  advances  in  this  direction  that 
an  operative  interference  with  the  thyroid  growths  has  be- 
come modified. 

The  normal  thyroid  gland,  with  its  two  lobes  joined  togeth- 
er by  a  bridge-like  portion,  the  isthmus,  consists  of  a  stroma 
of  connective  tissue  forming  septa  between  which  the  lobules 
of  the  gland  are  situated.  These  lobules  are  again  composed  of 
smaller  divisions,  which  may  be  termed  granules;  and  these  are  in 
like  manner  separated  by  trabeculae  of  connective  tissue.  These 
granules  are  composed,  in  the  fully  developed  gland  at  birth, 
of  a  number  of  follicles,  regular   in  size    and   shape,  each  con- 
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sisting  of  a  layer  of  nucleated  cells  in  the  periphery  (epitheli- 
um), and  a  drop  of  gelatinous  fluid  in  the  centre.  They  are 
surrounded  by  soft  connective  tissue,  bearing  capillaries,  which 
is  termed  the  interstitial  tissue. 

We  therefore  have  to  discern  between  three  kinds  of  septa, 
(l)  the  smallest,  being  the  last-named  interstitial  connective 
tissue  between  the  follicles;  (2)  the  intermediate  septa  or  tra- 
beculjE  between  the  granula,  or  conglomerations  of  follicles, 
likewise  bearing  blood-vessels;  and  (3)  the  largest  septa,  sep- 
arating the  lobules  of  the  gland  and  enclosing  the  largest  ves- 
sels. These  latter  septa  are  in  connection  with  the  capsule  of 
the  gland. 

In  the  foetal  period,  however,  before  birth  there  are  no  fol- 
licles present;  but  the  granula  contain  larger  masses  of  cells 
grouped  together,  either  in  round  heaps  or  in  elongated  cords, 
and  each  is  covered  by  a  proper  membrane.  The  follicles  are 
formed  at  a  later  period  by  the  cells  arranging  themselves  into 
globular  masses,  in  the  middle  of  which  a  small  quantity  of 
gelatinous  fluid  is  seen,  which  soon  undergoes  colloid  degen- 
eration. 

Turning  now  to  the  minute  anatomy  of  goitre,  we  find  the 
main  variation  from  the  structure  of  the  normal  thyroid  in 
the  irregularity  in  the  arrangements  of  the  parts.  At  the  be- 
ginning of  the  disease  we  not  only  find  irregularities  as  to  the 
arrangement  of  tissues,  for  there  are  well-developed  follicles  in 
close  proximity  to  the  larger  solid  masses  of  cells,  globular  or 
elongated,  but  also  marked  irregularities  in  the  size  of  these 
formations.  The  clusters  of  cells,  as  well  as  the  follicles 
proper,  vary  extensively  in  the  size  and  in  the  number  of  cells 
contained  in  each,  and  the  cells  themselves  vary,  resembling  at 
some  points  flat,  and  at  others  cylindrical,  epithelial  cells. 

In  the  further  development  of  goitre  this  irregularity  is  even 
more  marked.  The  round  groups  and  die  solid  cords  men- 
tioned above  commence  to  grow  by  the  division  and  subdi- 
vision of  the  cells  contained  in  them:  but  not  equally  in  all 
parts.  In  this  manner  the  shape  of  the  groups  is  altered;  the 
cords  become  bifurcated  or  ramified.  The  next  step  is  the 
formation  of  solid  follicles  within  the  groups,  in  the  centre  of 
which    a   small    amount    of  gelatinous  fluid  appears;  or  else  a 
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drop  of  the  gelatinous  fluid  may  appear  in  the  midst  of  the  solid 
clusters  and  the  cells  subsequently  group  themselves  around 
them.  In  like  manner  the  solid  cords  are  formed  into  tubules. 
These  tubules  frequently  open  into  each  other  in  consequence 
of  their  irregular  growth,  and  the  follicles,  too,  often  intercom- 
municate, by  means  of  openings  in  the  epithelial  layers.  These 
communications  may  become  so  marked  that  they  form  a  re- 
ticular structure,  in  the  meshes  of  which  the  interstitial  tissue 
with  the  capillaries  appears  imbedded — and  this  is  especially 
noticeable  when  cylindrical  epithelium  is  present. 

The  irregularity  in  the  development  of  these  formations,  the 
formation  of  new  cells  by  division  at  certain  points,  is  reflected 
in  the  macroscopical  appearance  of  goitre.  We  there  encounter 
nodes  situated  in  various  portions  of  the  tumor,  more  or  less 
removed  from  the  centre,  and  consisting  of  tissue  which  may 
be  either  softer  or  harder  than  that  surrounding  them.  Almost 
always  they  are  covered  with  a  layer  of  connective  tissue  :  a 
capsule  more  or  less  pronounced;  and  they  appear  of  varying 
size  and  shape. 

It  is  easy  to  understand  how  irregularities  in  the  develop- 
mental growth  of  the  tissue  may  lead  to  the  formation  of  these 
nodes;  we  need  only  imagine  that  varying  numbers  of  cell 
formations  take  part  in  the  production  of  the  nodes,  and  that 
the  commencement  of  their  growth  is  not  simultaneous. 

These  forms  of  goitre  exhibiting  nodes  may  be  classed  to- 
gether under  the  heading  "'strinna  nodosa^'  for  practical  con- 
sideration. It  is  probable  that  all  pathological  change::  in  the 
thyroid  gland  commence,  as  above  described,  by  a  prolifera- 
tion of  the  cells  of  the  parenchyma.  The  elongated  masses 
of  cells  push  their  way  out  into  the  connective  tissue  surround- 
ing them,  and  then  become  converted  into  follicles  and 
tubules.  This  form  of  struma  nodosa  is  termed  struma  hyper- 
plastica  follicularis,  and  is  remarkable  for  the  softness  of 
the  nodes. 

The  connective  tissue  surrounding  these  follicles  may,  how- 
ever, commence  to  proliferate;  it  inserts  itself  between  the  fol- 
licles, surrounds  the  tubules,  and  by  contracting  chokes  off 
parts  from  them;  subsequently  much  of  the  parenchyma  may 
be  thus  destroyed,  and  the    connective  tissue   is  found    in  its 
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place  This  is  struma  hyperplastica  fibrosa.  In  this  form  the 
nodes  are  extremely  hard. 

Again,  the  capillaries  may  play  an  important  part  in  the 
proliferation,  and  we  have  then  vascular  hyperplasia,  which 
may  be  subdivided  into  the  aneurismatic  and  the  varicose  forms, 
according  to  whether  the  arterial  or  the  venous  vessels  pre- 
dominate. There  is  also  an  amyloid  form,  the  capillaries  hav- 
ing undergone  amyloid  degeneration. 

These  forms  may  present  certain  combinations.  The  paren- 
chyma may  remain  comparatively  unchanged  in  the  periphery 
of  the  nodes,  presenting  solid  cell  clusters  and  cords  and  fol- 
licles, while  the  connective  tissue  and  capillaries  undergo  hy- 
aline degeneration  in  the  centre.  Or,  again,  the  periphery  may 
show  the  same  forms  as  before,  but  fibrous  or  calcified  masses 
may  appear  in  the  centre. 

A  frequent  occurrence  is  the  conversion  of  nodes  into  cysts. 
This  may  take  place  by  hyaline  degeneration  of  the  connec- 
tive or  fibrous  tissue  (degeneration  cysts);  or  else  by  hyper- 
plasia and  enlargement  of  the  follicles,  so  that  they  encroach 
upon  and  rupture  into  one  another  (dilatation  cysts). ^ 

It  is  probable  that  these  cysts  increase  in  size,  in  conse- 
quence of  small  haemorrhages  which  take  place  into  the  cyst 
when  the  surrounding  tissue  undergoes  colloid  degeneration. 
Every  tissue-formation  in  goitre  may  undergo  this  colloid 
metamorphosis,  including  the  vessels  and  their  contents;  but, 
unfortunately,  our  knowledge  of  the  chemistry  of  colloid 
masses  is  very  limited,  and  this  is  one  of  the  principal  reasons 
why  our  understanding  of  thyroid  pathology  is  still  so  limited. 

We  have  hitherto  turned  our  attention  solely  to  the  struma 
nodosa,  where  proliferation  takes  place  only  at  certain  points, 
and  in  an  irregular  manner. 


'Gut  Knecht  classifies  struma  nodosa  in  the  following  manner: 

I.  Nodes  consisting  of  hyperplastic  parenchyma  (struma  coUoides). 

II.  Nodes  with  hyaline  degeneration  in  the  centre  and  solid  cell-masses  or  colloid 
follicles  in  the  periphery  (medullary  form). 

III.  Nodes  with  prepondeiance  of  fibrous  connective  tissue  in  the  centre,  or  cal- 
cification, the  periphery  being  as  before.     (Nucleated  form.) 

IV.  Nodes  with  vascular  hyperplasia. 

V.  Nodes  representing  cysts. 
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If  the  proliferation  of  the  parenchyma  takes  place  equally 
throughout  the  whole  gland,  we  speak  of  hypertrophy.  If 
only  the  number  of  cells  are  increased,  we  term  it  struma  hy- 
pertropJiica parenchyviatosa;  if,  however,  the  size  of  the  folli- 
cles and  tubules  are  increased  in  consequence  of  a  dilatation 
by  their  contents,  we  have  struma  hypertrophica  gelatinosa  or 
struma  colloides.     The  cells  are  not  equal  in  size. 

We  must  now  briefly  refer  to  the  term,  adenoma,  which  is 
frequently  used  in  speaking  of  the  enlargements  of  the  thyroid 
body.  A  priori,  there  is  no  reason  why  both  the  hypertro- 
phic forms,  and,  especially,  the  hyperplastic  forms,  should  not 
be  termed  adenoma,  for  the  analogy  to  such  growths  in  other 
organs  is  present. 

But  Woelfler,  who  has  given  special  attention  to  the  histol- 
ogy of  struma,  and  is  the  most  copious  writer  on  the  subject, 
uses  the  term  adenoma  with  a  special  signification,  and  it  is 
best,  in  the  opinion  of  the  present  writer,  to  use  the  term  ade- 
noma only  in  connection  with  Woelfler's  name;  or,  at  least,  to 
use  it  only  in  the  same  sense  with  this  author,  in  order  to 
avoid  confusion  in  the   nomenclature. 

Woelfler  believes  that  when  the  cell-clusters  and  cords,  re- 
ferred to  above,  have  once  developed  into  perfect  follicles  and 
tubules,  there  can  be  no  further  development  nor  hyperpla- 
sia. He  believes,  however,  that  there  may  be  lodged  in  the 
interstitial  tissue,  between  the  follicles  and  tubules,  certain 
embryonic  cells,  misplaced  here,  as  it  were,  in  the  formative 
period  of  development,  which  may  at  any  time  proliferate  and 
develop  into  well-formed  follicles  and  tubules,  no  different  in 
appearance  from  the  older  ones.  Woelfler's  adenoma  is  there- 
fore understood  to  mean  a  new  growth  of  parenchyma-cells 
within  the  interstitial  tissue,  forming  new  follicles  between  the 
older  follicles,  while  these  latter  increase  in  size  only;  for  this 
form  we  adopt  the  term  adeitoma  inter acino sum.  But,  as 
Woelfler's  nomenclature  is  not  generally  accepted  by  all  writ- 
ers, and  would  add  nothing  to  the  perspicuity  or  intelligible- 
ness  of  this  review,  we  may  better  disregard  it  for  the  present. 
Suffice  it  to  say,  that  the  various  forms  of  Woelfler's  adenoma 
(of  which  there  are  at  the  least  six)  belong  under  the  heading 
struma  nodosa.     These  nodes,  according  to  Woelfler,  are  easily 
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enucleated,  excepting  in  the  case  of  what  he  terms  malignant 
adenoma,  in  which  forms  the  nodes  cannot  be  detached  from 
the  surrounding  parenchyma. 

Turning  now  to  the  more  malignant  growths  of  the  thyroid, 
we  find,  although  rarely,  unmistakable  specimens  of  primary 
carcinoma  and  sarcoma  of  the  gland.  But  apart  from  these, 
there  is  a  form  of  malignant,  cancerous  tumor  of  the  thyroid 
body,  which  on  account  of  its  close  relation  to  goitrous  tu- 
mors and  in  contradistinction  to  the  true  carcinoma  just  re- 
ferred to,  is    termed  malignant  goitre,  or  struma  maligna. 

On  examining  this  class  of  tumors,  we  find  the  greater  part 
of  the  structures  resembling  one  of  the  other  forms  of  goitre; 
but  at  certain  points,  one  or  more,  the  cells  suddenly  appear 
grouped  in  clusters,  supported  by  a  stroma  of  connective  tissue, 
representing  an  unmistakably  carcinomatous  picture. 

The  chief  point  of  interest  in  these  malignant  forms  ot  goitre 
is  their  ability  to  cause  metastasis;  and  in  the  metastases  so 
formed  we  may  again  have  tumors  resembling  simple  goitrous 
tissue,  with  little  analogy  to  malignant  growths,  except  at  cer- 
tain points.  These  metastases  may  occur  below  the  sternum, 
under  the  maxilla,  or  in  the  lungs.  In  any  case,  however, 
whether  the  thyroid  tissue  of  these  tumors  appears  malignant 
or  not,  the  clinical  course  is  always  malignant.  They  proba- 
bly turn  into  cancers. 

We  now  turn  to  the  subject  of  the  vascularization  of  goitre. 
This  theme  has  been  the  subject  of  special  study  by  Anna 
Begoune. 

The  four  arteries  supplying  the  goitres  are  the  two  superior, 
and  the  two  inferior  thyroid  arteries.  The  superior  thyroid 
from  the  external  carotid,  divides  into  two  branches  before  en- 
tering the  capsule  of  the  upper  portion  of  the  thyroid  body, 
and  afterwards  sends  its  smaller  branches  into  the  gland  along 
the  septa.  In  some  cases  there  are  three  branches,  when  it  is 
greatly  developed. 

The  inferior  thyroid  artery  enters  the  gland  from  below  pos- 
teriorly, also  divided  into  two  branches,  between  which  the  re- 
current nerve  is  said  to  lie  in  some  cases.  These  branches 
also  nourish  the  isthmus.  These  two  systems  do  not  anasto- 
mos*^  '•'?  that  the  vessels  of  the  inferior  thyroid  cannot    be  in- 
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jected  by  injection  of  the  superior,  and  vice  versa.  On  the 
other  hand,  however,  a  great  part  of  the  trachea,  the  larynx 
and  epiglottis,  and  portions  of  the  oesophagus  can  be  injected 
through  the  thyroid  arteries. 

Occasionally  (once  in  ten  cases)  there  exists  also  a  thyroi- 
dea  ima  artery,  which  should  be  borne  in  mind,  when  ligation 
of  the  arteries  is  practiced. 

The  veins  met  with  during  operation  are  generally  abnor- 
mally enlarged,  and  appear  formidable  on  this  account.  They 
require  double  ligation.  The  subcutaneous  veins  of  the  neck, 
the  external  jugular,  the  oblique  jugular,  the  anterior  jugular 
may  be  met  with  in  dealing  with  the  superficial  tissues.  Be- 
side the  veins  accompanying  the  large  arteries  supplying  the 
gland  proper,  we  frequently  find  accessory  veins,  which  re- 
quire attention.  There  are  the  venae  thyroideae  superiores  ac- 
cessorise, the  vena  communicans  superior  (between  both  su- 
perior thyroid  veins),  the  venae  thyroideae  inferiores  accesso- 
riae,  and  the  venae  thyroideae  imae,  of  which  there  may  be  two, 
connecting  the  left  lobe  with  the  vena  anonyma. 

The  veins  accompanying  the  arteries  course  in  the  capsule 
ot  the  gland  for  a  greater  extent  than  do  the  arteries. 

In  the  goitrous  tumors  which  we  have  termed  hypertrophic, 
the  vascularization  is  analogous  to  the  n-.^rmal  gland  in  infants; 
the  capillaries  lie  in  the  interstitial  connective  tissue  between 
each  follicle.  The  nodes  in  struma  nodosa  are,  however,  ill 
supplied  with  vessels;  in  cystic  formations,  too,  the  vessels 
are  for  the  most  part  destroyed. 

Where  we  encounter  thickened  capsules,  as  in  larger  cysts, 
the  blood  vessels  follow  a  general  rule;  the  larger  vessels  sup- 
plying the  capsule  advance  toward  it  at  right  angles  to  it;  but 
in  the  capsule  itself  they  all  run  parallel  to   its  superficies. 

As  to  the  nerves  which  require  consideration,  there  are  four. 
The  sympathetic,  the  pneumo-gastric,  the  hypoglossus  have 
all  been  injured  during  operations  upon  struma,  and  have  been 
made  accountable  by  some  for  a  sort  of  cachexy  consequent 
upon  removal  of  the  gland,  known  as  myxcedema  or  cachexia 
thyropriva. 

One  pneumo  gastric  nerve  may  be  cut  without  occasioning 
any  untoward  symptoms.      Lesions   of  the  sympathetic    pro- 
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duce  exophthalmus,  dilation  of  the  pupils,  a  frequent  pulse, 
and  vasomotor  disturbances.  Severing  of  the  hypoglossus 
causes  unilateral  paralysis  of  the  tongue. 

The  recurrent  laryngeal  nerve  has  received  the  most  atten- 
tion, on  account  of  its  close  proximity  to  the  inferior  thyroid 
artery,  and  because  of  its  frequent  injury  during  operations  for 
goitre,  the  immediate  consequence  of  which  is  unilateral  par- 
alysis of  the  vocal  chords. 

The  exact  anatomical  relation  of  this  nerve  to  the  inferior 
thyroid  artery  varies  in  the  cases.  In  one-third  of  the  cases 
the  nerve  lies  in  front  of  the  transverse  portion  of  the  inferior 
thyroid  artery;  in  another  third  it  lies  behind,  and  in  the  rest 
of  the  cases  it  lies  between  the  branches  of  the  artery,  before 
they  enter  the  gland.  On  this  account  ligation  of  the  inferior 
thyroid  artery  should  be  done  at  a  point  as  far  as  possible  re- 
moved from  the  gland,  near  its  origin;  or  else  the  branches 
should  be  separately  tied  at  the  points  where  they  enter  the 
capsule  of  the  gland.  At  the  point  where  the  inferior  thyroid 
artery  alters  its  course  from  the  vertical  to  the  horizontal  di- 
rection no  injury  to  the  recurrent  nerve  is  to  be  feared,  but 
here  injury  may  be  done  to  the  cardiac  branches  of  the  sym- 
pathetic. 

The  points  where  the  recurrent  is  the  most  exposed  to  in- 
juries are:  firstly,  in  the  angle  between  the  superior  margin  of 
the  isthmus  and  the  upper  cornu,  where  it  advances  toward  the 
muscles  of  the  larynx;  and,  secondly,  further  below,  in  the 
groove  between  the  oesophagus  and  the  trachea. 

Finally,  a  word  must  be  said  in  regard  to  the  capsule  of  the 
gland.  The  gland  is  frequently  spoken  of  as  covered  over 
with  two  layers  of  tissue:  the  fascial  fibrous  sheath,  which  is 
generally  termed  the  capsule  of  the  gland,  but  which  should 
not  on  any  account  be  confounded  with  the  proper  capsules 
enveloping  the  nodes  or  the  cysts  of  goitre;  and,  immediately 
beneath  this,  the  tunica  propria  of  the  gland  consisting  of  con- 
nective tissue.  But  these  conditions  are  limited  to  struma  no- 
dosa, and  limited  also  to  those  parts  where  the  enlarged  nodes 
lie  adjacent  to  the  capsule  of  the  gland — this  tunica  propria 
being  nothing  else  than  the  thin  layer  of  parenchymatous  tis- 
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sue  enveloping  the  nodes,  which  has  undergone  transforma- 
tion into  connective  tissue  through  pressure. 

We  have  given  these  anatomical  data  at  what  may  appear 
unnecessary  length  in  order  to  render  the  following  survey  of 
operative  methods  more  comprehensible  and  concise.  We 
now  turn  to  the  consideration  of  the  methods  of  operating  for 
goitre.  For  the  present,  however,  we  do  not  consider  the 
forms  of  goitre  where  the  tumor  is  represented  by  one  large 
cyst;  nor  do  we,  for  the  present,  take  into  consideration  the 
treatment  of  goitre  by  injections  with  iodine,  arsenical  or  other 
solutions,  but  merely  the  operative  interference  with  a  view  to 
the  removal  of  the  tumor. 

There  are  at  the  present  time  at  least  eight  recognized 
methods  of  thyroidectomy,  either  partial  or  total,  without  in- 
cluding the  variations  of  each,  and  almost  all  the  terms  gener- 
ally applied  to  surgical  procedures  have  been  used  in  connec- 
tion with  goitre,  not  excluding  "resection"  and  "amputa- 
tion." 

It  is  of  some  advantage  to  be  able  to  designate  an  operative 
method  for  the  removal  of  goitre  by  a  single  term,  and  with- 
out necessarily  mentioning  the  name  of  the  author  first  intro- 
ducing it;  so  that  in  the  following  pages  we  shall  adupt  the 
nomenclature  generally  accepted  for  specifying  the  opera- 
tions. 

We  distinguish  between  (I)  extirpation  (Kocher),  (II)  enu- 
cleation (Socin),  (III)  resection  (Mikulicz),  (IV)  amputation 
(Nussbaum),  (V)  evacuation  (Hahn),  (VI)  evidement  (Kocher), 
(VII)  temporary  deligation  (Bose),  (VIII)  ligation  of  the  affer- 
ent arteries,  and  (IX)  combinations  of  the  above,  such  as 
Kocher's  combined  enucleation  and  resection. 

I.  We  begin  with  the  classical  extirpation  of  goitre,  as  de- 
scribed by  Kocher  in  1883,  and  still  used  in  the  main  by  him. 
{a)  The  incision  through  the  skin  and  superficial  fascia  runs 
upward  in  the  median  line  from  the  sternum  to  the  cricoid 
cartilage;  from  here  at  an  oblique  angle  (which  should  be, 
however,  well  rounded)  to  the  upper  part  of  thesterno  mastoid 
muscle.  This  line  of  incision  meets  the  anterior  and  oblique 
jugular  vein  at  a  more  or  less  acute  angle. 
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{b)  The  muscles  overlying  the  thyroid  body  are  now  cut 
through  at  the  same  points  where  the  skin  was  incised. 

{c)  The  gland  being  now  exposed,  the  superior  thyroid  ar- 
tery is  secured,  as  are  also  (rtf)  the  large  veins:  the  superior 
thyroid,  the  communicating  superior,  and  accessory  superior 
thyroid  veins,  as  well  as  the  inferior,  the  inferior  accessory, 
and  the  communicating  inferior  thyroid  veins,  and  the  ima. 
Kocher  first  called  attention  to  the  importance  of  ligating 
these  veins. 

{e)  The  next  step  is  to  split  the  capsule  of  the  thyroid  body 
— that  is  to  say,  the  external  one,  but  not  on  any  account  the 
inner  proper  capsule. 

(/)  The  capsule  is  now  to  be  stripped  off  the  tumor  until 
{^g)  the  tumor  can  be  turned  out  of  the  wound. 

iji)  The  inferior  thyroid  artery  is  now  to  be  ligated  at  a 
point  close  to  the  carotid  artery  (not  near  the  tumor);  after 
which  (z)  all  vessels  entering  from  behind  are  caught,  and  then 
it  is  only  necessary  to  (_/')  isolate  the  isthmus  and  cut  off  the 
tumor. 

In  this  way  one  lobe  of  the  thyroid  is  extirpated,  and  in 
case  removal  of  the  other  half  should  be  indicated,  the  pro- 
cess may  be  repeated  on  the  other  side.  In  this  manner 
Kocher  has  operated  upon  some  400  cases,  doing  at  one  time  89 
and  at  another  71  consecutive  cases  without  a  mishap.  In  his 
last  report  on  250  cases  he  places  the  mortality  percentage  at 
2.4  %  for  all  cases:  Excluding  malignant  forms,  however,  and  five 
cases  of  exophthalmic  goitre  (Grave's  disease),  the  mortality 
percentage  was  only  eight-tenths  of  one  per  cent. 

As  regards  the  method  of  this  operation,  the  fear  of  injury 
to  the  recurrent  laryngeal  nerve  has  led  its  author  to  tie  the 
inferior  thyroid  artery  at  a  point  as  far  removed  from  the  body 
of  the  tumor  as  is  consistent  with  the  safe  avoidance  of  the 
cardiac  branches  of  the  sympathetic;  and  by  exercising  due 
care  not  to  injure  the  recurrent  above  the  isthmus,  where  it 
approaches  the  larynx,  the  operation  does  not  threaten  the  in- 
tegrity of  the  nerve,  since  it  need  not  be  exposed  where  it 
lies  in  the  groove  between  the  trachea  and  oesophagus.  As 
regards  the  technique  during  the  operation,  all  irrigation  is 
done  away  with  as  unnecessary,  and  silk  is  used  thoughout  for 
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ligatures  and  sutures — catgut  being  discarded.  After  all  ar- 
teries have  been  definitely  tied,  the  wound  is  closed,  and  sub- 
limated dressings  applied. 

This  operation  of  Kocher's  is  termed  the  extra-capsular 
method  of  extirpation,  because  all  the  veins  are  tied,  as  is  also 
the  superior  thyroid  artery,  before  the  capsule  of  the  gland  is 
incised. 

The  excision  of  goitre  as  described  by  Zesas,  and  done  at 
Niehans'  clinic  at  Bern,  differs  very  little  from  Kocher's  extir- 
pation. The  incision  and  the  ligation  of  the  superior  thyroid 
artery  are  the  same;  the  inferior  thyroid  is  also  ligated  at  a 
central  point  in  the  same  way.  Then  the  isthmus  is  ligated 
with  an  elastic  ligature,  and  cut  through,  and  lastly  the  tumor 
is  separated  from  the  trachea. 

E.  Rose,  however,  commences  by  cutting  the  isthmus,  and 
then  extirpates  each  half,  tying  each  vesssel  as  he  encounters 
it.  Rose,  it  must  be  remembered,  performed  tracheotomy  im- 
mediately before  the  extirpation — a  practice  which  has  now 
been  discarded  in  consequence  of  the  many  undesirable  com- 
plications in  the  wound  arising  therefrom.  In  other  cases, 
however,  Rose  left  the  isthmus  uncut  until  he  had  freed  the 
tumor,  beginning  in  the  region  of  the  carotid,  and  applying 
ligatures  continually  as  he  proceeded.  In  some  cases  200 
ligatures  were  thus  required,  and  much  time  and  patience  be- 
sides. 

In  contra-distinction  to  the  extra-capsular  method  of  Kocher, 
Billroth  operates  by  the  so-called  intra-capsular  method  of  ex- 
tirpation. As  soon  as  the  thyroid  body  is  exposed,  the  cap- 
sule is  first  slit  up  on  a  grooved  director;  the  tumor  is  then 
enucleated  as  much  as  possible  by  blunt  force,  all  veins  and 
cords  being  doubly  ligated  and  severed  as  they  are  encoun- 
tered, running  from  the  capsule  to  the  gland.  Frequent  use 
is  made  of  ligatures  en  masse.  The  interior  thyroid  artery  is 
to  be  tied  after  perfect  isolation,  with  a  view  to  avoiding  the 
recurrent  laryngeal  nerve. 

Kocher's  first  and  original  method  was  also  an  intracapsu- 
lar one,  but  was  abandoned  prior  to  the  year  1883. 

Maas,  whose  method  is  accurately  described  by  Rotter, 
operates  from  below  upward,  instead  of,  as  does  Kocher,  from 
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above  downward,  and  also  uses  an  intra-capsular  method.  The 
incision  is  Hnear,  parallel  to  the  sterno-mastoid  muscles,  the 
flap  containing  the  platysma.  The  muscles  are  now  cut 
through  transversely,  the  sterno-mastoid  being  again  sutured, 
if  cut,  after  the  operation.  The  capsule  of  the  gland  is  now 
incised  upon  the  grooved  director,  and  the  gland  turned  out 
by  blunt  force.  The  inferior  thyroid  artery  is  now  ligated  at 
a  point  removed  from  the  trachea;  the  superficial  vessels  sup- 
plying the  inferior  portion  of  the  lobe  are  now  tied,  and  the 
inferior  portion  made  free.  After  this  the  upper  portion  is 
isolated  and  the  superior  thyroid  artery  and  veins  ligated. 
The  gland  now  attaches  only  to  the  trachea,  and  may  be  pulled 
out  towards  the  middle  line,  care  being  taken  not  to  exert  too 
much  traction  upon  the  trachea,  and  to  avoid  the  recurrent 
laryngeal  nerve.  The  isthmus  is  now  tied  en  masse  with  silk, 
and  cut  off  with  the  knife  or  galvano-cautery.  In  case  total 
extirpation  is  indicated,  this  procedure  is  repeated  on  the 
other  side.  INIaas  uses  a  2  %  solution  of  acetate  of  alumina  for 
irrigation,  chromated  catgut  for  sutures,  and  a  sublimated 
dressing  prepared  with  sodium  chloride — the  whole  being  cov- 
ered with  protective.  He  operates,  like  Rose,  with  the  pa- 
tient in  a  half-sitting  posture,  and  uses  Thiersch-Nussbaum's 
combination  of  morphine  and  chloroform  anaesthesia,  ether 
being  avoided  as  causing  laryngeal  irritation   and  coughing. 

Baumgartner  has  proposed  a  modification  of  Kocher's  man- 
ner of  tying  the  inferior  thyroid  at  a  point  removed  as  far  as 
possible  from  the  tumor.  He  argues  that  since  a  great  part 
of  the  oesophagus,  a  large  portion  of  the  larynx  and  the  tra- 
chea, are  all  supplied  by  the  inferior  thyroid  artery  (as  Roux 
has  shown  by  injection),  it  is  not  advisable  to  ligate  after 
Kocher's  manner.  He,  therefore,  catches  the  inferior  thyroids 
in  haemostatic  forceps  until  the  tumor  has  been  removed,  when 
he  applies  the  permanent  ligature;  and  can  then  be  sure  not 
to  include  the  nerve  in  the  ligature.  But  we  should  not  for- 
get that  if  once  the  recurrent  nerve  should  be  unintentionally 
caught  in  the  forceps  together  with  the  artery,  its  function 
would  be  as  surely  destroyed  as  if  it  had  been  cut. 

n.  The  operation  termed  enucleation  was  first  introduced 
by  Socin.     Its  performance  depends   upon  the  recognition  of 
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the  nodes,  the  formation  of  which  is  described  above;  as  there 
stated,  they  are  present  in  almost  all  cases  of  goitre.  These 
nodes  being  surrounded  by  a  membrane  or  capsule  more  or 
less  thick,  and  lying  immediately  imbedded  in  the  normal  par- 
enchyma of  the  gland,  may  be  readily  enucleated  with  blunt 
force,  if  the  capsule  can  only  be  found,  which  in  some  cases 
proves  the  most  difficult  part  of  the  operation.  If  the  capsule 
of  the  nodes  be  situated  superficially  in  the  thyroid  body, 
then  the  layer  of  sound  thyroid  tissue  overlaying  it  may  be 
very  thin,  and  altered  in  its  character  so  as  to  present  the  mac- 
roscopic appearance  of  connective  tissue.  In  these  cases  it  is 
nevertheless  absolutely  necessary  to  divide  this  layer  in  order 
to  do  the  enucleation. 

The  exact  method  of  proceeding  differs  in  each  case  ac- 
cording to  the  number  and  location  of  the  nodes.  They  may 
be  attacked  from  the  front  or  laterally,  and  either  singly,  each 
through  a  separate  incision  through  the  gland  substance,  or 
two  or  more  may  be  enucleated  by  means  of  one  single  in- 
cision. The  only  heemorrhage  encountered  during  the  opera- 
tion is  that  during  the  incision  through  the  parenchyma  of  the 
gland  down  to  the  capsule  of  the  nodes.  This  may  be  con- 
trolled by  the  use  of  flat  haemostatic  forceps;  but  during  the 
enucleation  of  the  nodes  proper,  there  is  very  slight  haemor- 
rhage, and  this  is  easily  controlled  by  compression.  No  large 
vessels  enter  the  capsule,  nor  is  there  a  pedicle  or  hilus  to 
these  nodes,  requiring  ligation. 

This  method  has  given  excellent  results  in  the  hands  of 
Socin  as  shown  in  the  50  cases  published  by  Garre.  The  tech- 
nique is  easy  of  accomplishment;  the  operation  is  not  a  dan- 
gerous one;  there  can  be  no  apprehension  of  secondary  haem- 
orrhage, of  interference  with  important  nerves,  or  of  tetanus  or 
myxcedema — and  it  has  been  claimed,  moreover,  that  the  op- 
eration is  not  so  disfiguring  as  some  others.  The  wounds  heal 
quickly  with  little  danger  of  complication  arising,  such  as  acute 
thyroiditis,  as  the  connective  tissue  spaces  are  not  opened. 
Naturally,  however,  the  operation  is  not  applicable  to  all  thy- 
roid tumors,  but  only  to  those  that  actually  present  nodes  on 
section,  or,  in  other  words,  to  all  those  forms  of  goitre  which 
we  have  classed  as  struma    nodosa.     Inasmuch  as  this  class  is 


174  f^    W-    VAN  ARSDALE. 

by  far  the  most  frequent,  we  admit  the  usefulness  of  this  meth- 
od of  enucleation;  but  we  must  bear  in  mind  that  this  opera- 
tion is  not  in  any  way  possible  in  the  class  designated  as  stru- 
ma hypertrophica  or  in  any  forms  of  malignant  goitre.  This 
operation  has  also  been  termed  intra-glaiidular  enucleation  to 
distinguish  it  the  more  readily  from  the  first  described  metho«l 
of  intra-capsular  extirpation.  The  mistake  is  frequently  made 
of  attributing  this  method  of  enucleation  to  Juillard,  who 
called  his  partial  intra-fascial  extirpation  by  this  name. 
Porta,  however,  is  said  by  Kocher  to  have  operated  by  enucle- 
ation. 

III.  The  so-called  resection  of  goitre  is  an  operation  first 
described  under  that  title  by  Mikulicz.  Obalinski  remarks 
that  this  method  was  practiced  in  1871  in  America  by  Green. 
The  method  is  described  by  Trzebicky  The  incision  through 
the  skin  may  be  made  along  the  anterior  border  of  the  sterno- 
mastoid  muscle,  or  in  the  median  line,  with  a  second  incision, 
if  necessary,  along  the  hyoid  cornu.  After  having  thus  ex- 
posed the  tumor,  one  of  the  lobes  is  freed  from  the  surround- 
ing tissue  with  blunt  instruments.  The  superior  thyroid  artery 
and  vein  is  then  ligated,  as  well  as  the  superficial  vessels  sup- 
plying the  inferior  portion  of  the  lobe.  The  isthmus  is  now 
separated  from  the  trachea  by  dry  dissection,  doubly  ligated, 
and  cut  in  two  between  the  ligatures.  The  lobe  is  thus  freed 
from  its  attachments  in  all  but  its  lower  part.  Here  it  adheres 
to  the  trachea  and  oesophagus,  lying  in  the  angle  between 
them,  and  covering  the  inferior  thyroid  artery  (which  is  not 
ligated)  and  the  recurrent  nerve.  This  portion  is  now  treated 
as  if  it  were  the  pedicle  of  a  tumor.  It  is  divided  longitudi- 
nally into  several  strands;  each  strand  being  compressed  for  a 
short  space  in  haemostatic  forceps  for  the  purpose  of  forming  a 
groove  for  the  ligature  to  lie  in;  a  ligature  is  then  applied  to 
each  strand  and  the  tumor  cut  away.  In  case  any  further 
haemorrhage  should  appear  in  the  stump  thus  formed,  trans- 
fixion ligatures  are  applied.  The  remaining  stump  should  have 
about  th<  size  of  a  horse-chestnut  and  remains  attached  to  the 
loose  tissue  uniting  it  to  the  trachea  and  oesophagus,  and  to 
the  inferior  thyroid  artery  and  to  the  deep  vessels  attaching  to 
the  lower  lobe. 
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The  wound  is  now  to  be  drained  and  sutured,  and  primary" 
union  is  expected.  In  only  one  of  twenty-one  published  cases 
did  primary  union  fail;  in  nine  cases  out  of  twenty-three  both 
lobes  were  removed  in  one  sitting;  in  five,  in  two  sittings.  In 
the  rest  of  the  cases  only  one  lobe  was  removed.  In  no  case 
was  there  a  recurrence  of  the  malady. 

Mikulicz  claims  for  this  method  of  resection  that  the  recur- 
rent laryngeal  nerves  are  not  exposed  to  injury.  But  Kocher 
frequently  noticed  sudden  hoarseness  due  to  injury  to  these 
nerves  at  the  time  of  applying  the  hgature  en  masse. 

IV.  Amputation  of  goitre,  as  may  be  expected  from  the 
above  description,  differs  very  little  from  resection  as  to  the 
parts  removed,  and  the  term  "amputation,"  introduced  by  von 
Nussbaum,  is  only  used  to  designate  the  technical  fact,  that 
the  thermo-cautery  is  used  to  separate  the  tumor  from  the  so- 
called  pedicle,  the  tumor  being  well  drawn  out  of  the  wound, 
but  the  pedicle  remaining  adherent  to  the  trachea. 

This  method  was  used  in  cases  of  malignant,  sarcomatous 
goitre  only,  where  no  other  method  was  available.  The  di- 
vision with  the  actual  cautery  was  done  slowly  and  cautiously, 
scf  that  no  loss  of  blood  should  occur.  As  much  as  one-quar- 
ter of  the  tumor  was  left  iji  situ.  The  wound  was  left  open  in 
these  cases  and  only  covered  with  an  antiseptic  dressing.  Very 
good  results  are  reported  to  have  been  achieved  by  this  meth- 
od. 

V.  Evacuation  is  another  method  employed  in  the  remov- 
al of  thyroid  tumors.  It  was  first  published  under  the  title, 
"A  Procedure  to  Remove  Portions  of  Any  Desired  Size  From 
Goitres  Without  Tamponade  or  Loss  of  Blood,'  by  Hahn. 

This  author  first  applies  ligatures  to  the  superior  thyroid 
arteries  and  to  the  thyreoidea  ima  artery,  but  places  only 
haemostatic  forceps  on  the  inferior  thyroid  arteries.  In  this 
way  he  hopes  to  prevent  any  serious  injury  to  the  recurrent 
laryngeal  nerves. 

He  now  splits  the  capsule  of  the  gland  and  can  now  take 
out  any  desired  portions  of  the  tumor  with  the  forceps  and 
scissors.  In  this  way  he  operates  inside  the  capsule  of  the 
gland,  first  in  the  one  lobe,  and  then,  if  necessary,  in  the  other. 
This  procedure  can  be  done  without   loss   of  blood,    provided 
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the  small  vessels  in  the  capsule  have  been  ligated  at  the  time 
of  its  incision. 

Alter  sufficient  diseased  portions  have  been  removed,  the 
wound  is  treated  by  tamponade;  but  the  haemostatic  forceps 
are  left  on  the  inferior  thyroid  arteries  for  the  next  twenty- 
four  hours;  and  after  the  lapse  of  some  further  days  secondary 
sutures  are  applied.  Recovery  is  usually  complete  on  the 
tenth  day. 

The  advantages  claimed  for  this  method  of  evacuation  are 
that  the  operation  can  be  done  without  pulling  or  squeezing 
the  gland,  and  without  any  injury  to  the  recurrent  nerve.  But 
the  placing  of  haemostatifc  forceps  upon  the  inferior  thyroid 
branches  needs  to  be  done  with  equal  care  with  that  of  a  liga- 
ture. For  should  the  nerve  be  caught  in  the  grasp  of  the  for- 
ceps, its  function  would  be  just  as  effectively  interfered  with 
as  if  caught  in  a  ligature,  even  if  the  forceps  w^ere  not  to  re- 
main in  place  for  twenty-four  hours. 

VI.  A  method  not  to  be  confounded  with  the  one  just 
described  is  Kocher's  evidement  for  goitre.  This  is  an  opera- 
tion very  much  resembling  the  enucleation  described  above 
as  practiced  by  Socin,  and  like  this  latter  method,  is  only 
adaptable  to  strumas  nodosae.  After  proceeding  as  if  for 
enucleation  of  the  nodes,  as  soon  as  one  of  the  nodes  is 
reached,  it  is  divided  capsule  and  all  with  the  knife  mto  two 
halves;  these  are  pulled  apart,  and  each  half  separately  re- 
moved from  out  of  the  surrounding  tissue  with  the  fingers  or 
with  a  scoop.  This  can  be  done  much  more  quickly  than  the 
above  described  method  of  enucleating  the  nodes,  and  herein 
lies  its  principal  advantage.  [We  may  compare  these  two 
methods  of  removing  the  nodes  from  goitres  with  two  methods 
frequently  practiced  in  the  removal  of  sebaceous  cysts  from 
the  scalp.  The  operation  by  which  we  first  cut  through  the 
skin  only,  and  then  with  blunt  force  take  out  the  cyst  with  its 
sac  entire,  corresponds  to  the  enucleation.  The  other  method 
of  cutting  down  upon  the  tumor  from  its  apex  to  its  base, 
through  the  skin  and  the  sac  and  its  contents,  with  subsequent 
removal  of  the  growth,  corresponds  to  the  evidement  just  de- 
scribed.] 

This  method  has  also  been  termed  evacuation,  which    term 
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is,  in  the  opinion  of  the  present  writer,  better  limited  to  the 
operation  published  by  Hahn.  Bottini  has  claimed  priority 
for  this  method  of  evidement,  but  Kocher  insists  it  is  original 
with  himself. 

VII.  We  must  now  mention  a  method  which  we  may  call 
temporary  elastic  deiigation  of  the  goitre  (during  enucleation), 
which  was  first  described  by  Bose. 

The  incision  extends  from  the  sternum  over  the  apex  of  the 
tumor;  most  frequently  therefore  running  towards  the  angle 
of  the  lower  jaw,  upward  and  downward.  The  superficial 
fascia,  the  platysma  and  the  muscles  overlying  the  thyroid 
body  are  cut.  The  capsule  of  the  gland  is  now  laid  bare  and 
made  free  as  much  as  possible  on  all  sides,  from  the  loose  con- 
nective tissue  surrounding  it.  One  entire  lobe  of  the  gland  is 
then  pulled  out  of  the  wound  as  far  as  possible,  and  at  the 
point  where  it  passes  through  the  incision  in  the  skin,  an  elas- 
tic ligature  of  the  size  of  the  little  finger  is  applied  and  drawn 
tight.  The  incisions  are  made  and  the  nodes  enucleated  as 
described  under  the  heading  enucleation.  The  only  difference 
between  this  and  Socin's  method  being  in  the  fact  that  here 
we  have  the  advantage  of  a  bloodless  operation,  especially 
when  the  dissection  down  to  the  capsule  of  the  nodes  is  made, 
and  can  therefore  perform  it  more  leisurely,  which  is  of  impor- 
tance in  those  cases  where  the  tissue  surrounding  the  nodes  is 
thin.  The  haemorrhage  after  removal  of  the  constricting  rub- 
ber is  said  not  to  be  at  all  great,  no  tampon  being  necessary. 
In  three  cases  only  one  artery  had  to  be  tied.  The  cavities 
are  finally  disinfected,  a  drainage  tube  placed  in  a  dependent 
position,  sutures  applied  to  the  capsule  of  the  gland,  to  the 
muscles  and  to  the  skin  all  separately,  and  the  dressing  left 
on  for  two  days.  Care  should  be  taken  not  to  apply  the  liga- 
ture too  close  to  the  trachea,  for  fear  of  squeezing  out  the  con- 
tents of  the  nodes. 

A  method  published  by  J.  Wolff  and  used  by  him  success- 
fully in  three  cases,  which  consists  in  treating  the  haemorrhage 
by  simple  compression  with  iodoformized  gauze  during  the 
enucleation  of  nodes — compression  being  maintained  by 
the  assistants  at  one  point  while  the  operation  is  progressing 
at  another — has  met  with  so  much  adverse  criticism  by  experi- 
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enced  operators,  that  it  suffices  to  simply  mention  it  here. 
The  chief  danger  consists  in  secondary  haemorrhage,  which 
may  be  brought  about  at  any  time  by  choking  or  vomiting  on 
the  part  of  the  patient. 

VIII.  Within  the  past  few  years  an  operative  method  for 
the  cure  of  goitre  introduced  by  VVolfler  has  gained  more  and 
more  notice. 

This  consists  not  in  the  removal  of  any  portion  of  the 
tumor  but  simply  in  the  ligation  of  the  large  arteries  supply- 
ing the  gland.  The  first  successful  case  of  ligation  of  these 
arteries  was  done  in  1850  by  Porta,  although  it  had  been 
previously  theoretically  considered  by  many  surgeons. 
Wolfler's  first  case  was  published  in  1886.  He  had  tied  both 
arteries  of  the  one  side  for  goitre  and  after  seven  months  the 
part  operated  upon  had  diminished  to  more  than  half  the 
original  size,  and  the  other  half  not  operated  upon  had  also 
become  smaller.  No  gangrene  occurs  after  ligature  of  all  the 
larger  arteries  supplying  the  gland.  Enough  nutrition  is  still 
carried  to  it  by  the  little  arteria  crico-thyreoidea  media  origi- 
nating from  the  anastomosis  of  the  superior  laryngeal  and 
crico-thyroid  arteries  of  both  sides.  The  collateral  circula- 
tion is  also  supplied  by   the  oesophageal  and  tracheal  arteries. 

Wolfler  has  given  special  attention  to  this  point,  and  has 
examined  microscopically  a  number  of  specimens  obtained 
from  the  post-mortem  table  and  after  experiments  on  dogs. 
He  has  shown  that  coagulation-necrosis  takes  place  and  ab- 
sorption occurs  very  slowly  without  any  sloughing  or  gan- 
grene. A  slight  elevation  of  temperature  and  icterus  general- 
ly occurs  after  the  operation,  owing  to  the  absorption  accom- 
panying the  necro-biotic  process.  In  case  collateral  circula- 
tion is  too  freely  established  after  the  ligature  of  the  thyroid 
arteries,  a  recurrence  may  result.  Generally,  however,  the  tu- 
mor turns  into  a  small  mass  of  firm  cicatricial  tissue,  after  the 
lapse  of  one  year  and  a  half.  The  operation  itself  is  of  no 
avail  in  malignant  disease  of  the  thyroid  body,  but  is  especial- 
ly applicable  to  those  forms  of  goitre  which  we  have  desig- 
nated as  aneurysmatic  or  vascular  goitres,  and  for  gelatinous 
forms,  especially  when  they  are  recent.  Cystic  or  indurated 
tumors  are  not  amenable  to  treatment  by  this  method. 
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The  technique  of  this  operation  is  generally  acknowledged 
to  be  very  difficult — much  more  so  than  any  method  of  extir- 
pation of  the  tumor.  Billroth  speaks  of  the  operation  as  in- 
teresting on  account  of  its  difficulties. 

Wolfler  gives  several  methods  of  performing  the  operation. 
We  first  consider  the  ligation  of  the  superior  thyroid  artery. 
We  here  have  two  methods,  the  first  of  von  Langenbeck,  the 
-•^econd  of  Walther.  In  the  first  the  incision  through  the  skin 
is  made  parallel  to  the  sterno-mastoid  muscle  over  its  anterior 
border,  toward  the  thyroid  cartilage.  The  artery  is  found  ly- 
ing immediately  beneath  the  platysma  and  in  the  triangle 
formed  by  the  omo-hyoid  (in  front),  the  digastricus  (above), 
and  the  sterno-mastoid  (posteriorly) — known  as  the  superior 
carotid  triangle  of  the  neck — and  may  be  here  ligated. 

Walther,  however,  has  shown  that  these  normal  relations 
change,  when  one  lobe  of  the  thyroid  gland  is  much  enlarged 
in  its  upper  portion.  In  this  case  the  artery  can  be  better 
reached  at  the  anterior  border  of  the  omo-hyoid  muscle. 

Rydygier  proposes  to  expose  both  superior  thyroid  arteries 
by  one  transverse  incision. 

We  now  turn  to  the  ligation  of  the  inferior  thyroid  arteries, 
the  most  difficult  part  of  the  operation. 

The  method  of  Velpeau,  Porta  (and  Wolfler)  consists  in  li- 
gating  the  artery  at  a  point  just  anterior  to  where  it  crosses 
the  common  carotid  artery,  between  the  latter  and  the  tumor. 
Langenbeck  and  Dietrich  advise  its  seizure  at  the  anterior 
border  of  the  scalenus  anticus  muscle,  and,  consequently,  be- 
hind the  carotid.  To  this  end  the  initial  incision  is  made  be- 
tween the  two  heads  of  the  sterno-mastoid  muscle;  the  inter- 
nal jugular  vein  is  to  be  laterally  displaced,  and  then  the  ante- 
rior border  of  the  scalenus  located,  care  being  taken  to  avoid 
the  subclavian  vein. 

The  third  method  is  known  as  Woelfler's  method,  and  con- 
sists in  tying  the  inferior  thyroid  at  the  point  where  it  curves 
around  and  alters  its  course  from  the  perpendicular  to  the  hor- 
izontal (transverse),  corresponding  to  the  level  of  the  carotid 
tuberculum;  or  else  at  a  point  about  three-quarters  of  an  inch 
below  this  one,  on  a  level  with  the  cricoid  cartilage,  and  be- 
hind the  former. 
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The  incision  is  made  on  the  side  of  the  neck,  between  the 
two  heads  of  the  sterno-mastoideus,  and  externally  (posterior- 
ly, to  the  carotid  This  incision  extends  from  a  point  on  a 
level  with  the  cricoid  cartilage  downwards  to  the  clavicle,  and 
intersects  the  clavicle  at  the  junction  of  the  internal  third  with 
the  external  two-thirds  of  that  portion  of  the  clavicle  situated 
internally  to  the  delto-pectoral  sulcus.  The  platysma  is  now 
divided,  the  veins  crossing  the  incision,  the  v.  transversa  colli; 
the  transversa  scapulae,  and  the  external  jugular  vein  are  li- 
gated,  and  the  deep  fascia  is  incised.  In  the  upper  part  of 
the  incision,  which  may  be  lengthened  by  splitting  the  sterno- 
mastoid  still  further  upwards,  the  tendon  of  the  omo-hyoid 
muscle  now  appears,  and  may  be  cut  or  pulled  to  one  side. 
The  border  of  the  internal  jugular  vein  now  presents,  and 
must  be  displaced  internally,  towards  the  median  line.  The 
pneumo-gastric  nerve  and  the  external  border  of  the  common 
carotid  artery  are  now  seen.  The  scalenus  anticus  may  now 
be  observed  at  the  bottom  of  the  wound,  covered  over  with 
fascia,  and  laterally  the  phrenic  nerve,  which  is  to  be  pulled 
to  one  side.  The  anterior  border  must  now  be  found,  and 
here  the  posterior  border  of  the  inferior  thyroid  artery  is  seen 
and  ligated.  In  this  manner  neither  the  subclavian  vein  nor 
artery  are  encountered. 

Billroth's  method  somewhat  resembles  the  one  just  de- 
scribed; but  he  makes  the  incision  at  the  external  border  of 
the  sterno-mastoid  muscle;  and  the  method  ascribed  to  Drob- 
nik  by  Obalinski  also  consists  in  seeking  the  artery  through 
an  incision  along  the  external  border  of  the  sterno-mastoid, 
externally  to  the  jugular  vein,  close  to  the  scalenus  anticus 
muscle. 

Rydygier,  who  has  performed  the  operation  some  sixteen 
times  and  with  excellent  success,  advises  the  use  of  a  trans- 
verse incision  for  exposing  the  inferior  thyroid  arteries.  This 
incision  is  to  be  from  three  to  four  inches  in  length,  parallel 
to  the  clavicle  and  just  above  it.  It  intersects  the  posterior 
border  of  the  sterno-mastoid  muscle,  the  smaller  portion  of 
the  incision  lying  transversely  upon  the  muscle  itself.*  The 
incision  is  now  carried  through  the  plat3^sma  and  the  fascia  of 
he  neck,    and  the  loose  connective  tissue  under  the   sterno- 
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.nastoid  muscle  severed  by  dry  dissection  with  the  finger,  un- 
til the  interior  border  of  the  scalenus  anticus  muscle  is  well 
exposed  in  the  wound.  A  blunt  retractor  is  now  used  to  dis- 
place the  large  vessels  and  the  pneumo-gastric  nerve  together 
with  the  muscle,  to  the  front,  forward  and  inwards.  The 
phrenic  nerve  may  be  seen  coursing  over  the  scalenus  mus- 
cle. In  the  bottom  of  the  wound  the  ascending  and  superfi- 
cial cervical  arteries  are  plainly  visible  at  their  point  of  origin, 
and  the  inferior  thyroid  may  be  followed  for  some  distance  in 
its  curved  course,  and  is  here  to  be  doubly  ligated. 

The  two  superior  thyroid  arteries  may  be  ligated  in  a  simi- 
lar manner  by  a  transverse  incision,  one  incision  serving  to  tie 
both  arteries. 

No  drainage  is  used;  and  the  first  dressing  is  allowed  to  re- 
main unchanged  for  three  weeks. 

One  of  the  objections  raised  to  the  methods  of  ligating  the 
thyroid  arteries  for  goitre  is  that  the  operation  causes  four  un- 
sightly scars.     But  Rydygier,  in  two  cases,  made  but  two. 

IX.  Among  the  combined  methods  of  operating  for 
struma,  we  will  here  only  mention  Kocher's  combination  of 
resection  and  enucleation.  This  method  is  intended  to  be  an 
improvement  upon  the  resection  of  goitre  as  described  by 
Mikulicz.  As  observed  above,  Kocher  found,  in  ligating  what 
has  been  called  the  pedicle  of  the  tumor  during  resection,  that 
injury  to  the  recurrent  laryngeal  nerve  was  not  always  avoided, 
and  in  order  to  avoid  this  accident,  and  also  to  obviate  the 
application  of  ligatures  en  masse  to  the  stump,  which  may 
cause  sloughing,  he  invented  the  following  operation: 

Supposing  that  one-half  of  the  thyroid  body  was  alone  to 
be  removed,  and  that  the  tumor  could  be  classified  under  the 
heading  of  struma  nodosa,  the  anterior  surface  of  the  goitre  is 
first  laid  bare,  and  the  tumor,  as  far  as  possible,  made  free  by 
dry  resection  with  blunt  instruments.  The  veins  are  doubly 
ligated  and  cut,  the  superior  and  inferior  thyroid  arteries  li- 
gated with  their  veins  in  the  same  manner  as  described  for  ex- 
tirpation. But  in  case  the  whole  lobe  is  not  to  be  removed, 
and  it  is  desired  to  maintain  the  normal  function  of  the  gland, 
this  step  may  be  omitted.  The  isthmus  may  now  be  ligated; 
or  this,  too,  may  be  omitted  as  unnecessary. 
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The  tumor  is  now  attacked  from  the  front,  at  a  point  as  near 
as  possible  to  the  median  line,  and  the  thin  coat  of  parenchyma 
cut  through  until  the  capsule  of  the  node  is  reached.  The  dis- 
section now  follows  the  median  aspect  of  the  superficis  of  the 
node  until  a  point  has  been  reached  behind  the  point  of  at- 
tack, and  well  past  the  region  where  the  recurrent  laryngeal 
nerve  lies  in  the  groove  between  the  trachea  and  the  oesopha- 
gus. At  this  point,  well  out  of  the  reach  of  the  oesophagus, 
and  at  the  posterior  portion  of  the  tumor,  the  layer  of  paren- 
chymatous tissue  enveloping  the  node  is  again  attacked  and 
cut  through,  and  the  incision  carried  downward  and,  so  to 
speak,  around  one  of  the  segments  of  the  node,  until  it  meets 
with  the  original  point  of  attack  from  the  front.  As 
soon  as  this  is  done  the  node  with  its  greater  external  portion 
covered  with  parenchyma  comes  away,  being  only  adherent  in 
its  place  by  the  untied  vessels  coming  from  behind,  if  there 
remain  any  untied;  in  this  case  these  are  now  to  be*  tied  and 
the  tumor  removed.  A  cup-shaped  portion  of  the  gland  is 
thus  left  in  connection  with  the  isthmus.  The  only  time  when 
h£emorrhage  may  be  encountered  is  during  the  incisions 
through  the  parenchyma  down  to  the  capsule  of  the  node,  and 
then  each  bleeding  point  should  be  tied  as  it  is  encountered — 
unless  the  bloodless  operation  is  done. 

[The  whole  opera' ion  may  be  illustrated  by  imagining  an 
orange  cut  away  from  the  tree  on  which  it  is  growing  by  in- 
cising the  rind  in  front,  at  a  point  say  an  inch  from  the  stem, 
in  a  line  at  right  angles  to  the  stem,  then  stripping  off  the  por- 
tion of  the  rind  near  the  stem  from  the  pulp  by  blunt  force 
until  a  point  is  reached  two  inches  from  the  stem  measured  be- 
hind the  orange,  and,  lastly,  incising  the  rind  at  this  point  from 
the  inside,  and  then  joining  the  incisions.  In  this  illustration 
the  stem  of  the  orange  represents  the  isthmus,  the  rind  the 
parenchyma,  and  the  fruit  proper,  the  node.] 

This  is  Kocher's  "resections-enucleation"  and  his  operation 
of  "resections-extirpation"  is  similar,  the  latter  referring  to  the 
class  of  cases  where  no  nodes  are  developed.  In  either  case 
a  mass  of  tissue  is  allowed  to  remain  in  situ,  which  should  have 
been  removed  if  surgical  extirpation  had  been  done.  In  fact 
both  these  openitions  bear  upon  them  the  stamp  of  improvisa- 
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tions    during    operations    commenced  after  typical  methods. 

Having  thus  far  reviewed  the  principal  methods  in  vogue 
for  the  operation  of  thyroidectomy  it  is  of  some  importance  to 
determine,  if  possible,  which  method  is  best  adapted  to  certain 
given  cases.  From  their  nature  it  is  evident  that  many  of  the 
operative  methods  described  are  only  applicable  to  certain 
forms  of  tumor.  Thus  enucleation  can  only  be  done  for  stru- 
ma nodosa.  Ligature  of  the  afferent  vessels  is  especially 
adapted  to  recent  aneurismatic  tumors.  But  the  indications 
as  to  the  choice  of  methods  given  by  the  appearance  of  the 
various  tumors  are  by  no  means  completely  covered  by  such 
a  priori  considerations,  and  therefore  much  time  and  attention 
has  been  given  by  various  authors  to  this  interesting  ques- 
tion. 

The  choice  between  partial  and  total  excision  of  the  thyroid 
body  has  been  brought  into  greater  prominence  and  received 
more  serious  consideration  since  the  development  of  our 
knowledge  of  the  disease  called  myxcedema. 

It  is  well  known  that  in  certa.in  cases  of  complete  removal 
of  the  thyroid  body,  death  occurs,  preceded  by  a  condition  of 
the  skin  and  other  tissues  of  the  body  resembling  cedema,  but 
for  the  greater  viscidity  of  the  infiltrating  fluid,  owing  to  the 
presence  in  the  latter  of  mucin. 

The  subjective  symptoms  of  operative  myxcedema  consist 
in  a  sense  of  fatigue  and  lassitude,  sleeplessness,  deep-seated 
pain  and  chilly  sensations  in  the  limbs,  gradual  loss  of  mem- 
ory and  intelligence,  difficulty  of  speech,  palpitations,  etc.  Ob- 
jectively, we  find  an  oedematous  condition  of  the  skin,  espe- 
cially of  the  face  and  hands,  not  pitting  upon  pressure,  and 
giving  to  the  physiognomy  an  expression  of  idiocy;  also  a 
swollen  condition  of  the  mucous  membranes  with  increased 
secretions,  giving  rise  to  various  disorders;  swelling  of  the 
tongue,  etc.  Ansemia  is  always  present,  and  generally  well 
marked.  Sensibility  is  impaired;  paraesthesia,  neuralgia  or 
anaesthesia  may  be  present.  The  reflexes  are  generally  di- 
minished. All  movements  are  labored,  and  disorders  of  co- 
ordination may  exist.     The  pulse  is  small  and    soft,  the  circu- 
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lation  slow,  the  temperature  subnormal.  Disorders  of  diges- 
tion are  frequent.  The  urine  is  generally  diminished  in  quan- 
tity, of  subnormal  specific  gravity;  in  the  latter  stage  nephritis 
and  albuminuria  are  present.  The  memory  becomes  impaired; 
speech  grows  slow  and  labored;  illusions  of  the  senses  and 
hallucinations  occur. 

Ihe  course  of  the  disease  is  slow  but  progressive,  generally 
lasting  from  six  to  twenty  years.  The  first  symptoms  may 
appear  after  the  lapse  of  a  period  of  three  months  after  opera- 
tion. Death  is  occasioned  by  inflammatory  changes  in  the 
lungs,  nephritis,  pericarditis,  hepatitis,  etc. 

A  large  number,  some  150,  of  cases  of  myxcedema  are  now 
on  record,  and  where  the  disease  appeared  of  its  own  accord, 
it  has  been  ascribed  to  the  interstitial  development  of  fibrous 
tissue  in  the  gland.  In  operative  cases  the  disease  was  ascribed 
directly  to  the  removal  of  the  gland. 

It  is  a  curious  fact,  however,  that  some  surgeons,  and  they 
not  by  any  means  such  as  have  done  the  least  number  of  total 
excisions,  as  Maas  and  Billroth,  have  never  observed  cases  of 
myxcedema  in  their  practice.  The  latter  consequently  once 
expressed  himself  as  not  believing  that  myxcedema  was  a 
consequence  of  total  extirpation  of  the  gland,  while  Maas  be- 
lieved the  condition  called  myxcedema  to  be  due  to  the  same 
(miasmatic)  infection  which  first  caused  goitre. 

This  latter  view  is  refuted,  however,  by  the  observation  fre- 
quently made  since  then,  that  myxcedema  exists  in  districts 
where  goitre  does  not  occur,  and  in  patients  who  never  had 
visited  such  districts. 

Baumgaertner  and  other  surgeons  believed  the  disease  due  to 
injury  to  the  sympathetic  and  recurrent  nerves  during  the  op- 
eration, and  consequent  loss  of  oxygen  to  the  brain. 

Alunck  attributed  it  to  irritation  of  the  nerves  encountered 
in  the  field  of  operation  proper.  But  Hoffa,  who,  after  first 
doubting  its  existence,  was  obliged  to  acknowledge  it,  after 
having  observed  a  case  in  his  own  practice,  argues  that  these 
theories  would  not  explain  why  myxcedema  occurred  only 
after  total  and  not  at  all  after  partial  excisions.  On  the  other 
hand  it  has  been  argued  that  if  some  surgeons  did  not  observe 
myxcedema  after  total  excision  of  the  thyroid,  that  was  proba- 
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bly  either  because  the  excision  was  not  so  complete  and  en- 
tire as  they  had  believed,  or  else  on  account  of  the  presence 
of  accessory  thyroid  glands  which  had  been  overlooked,  or 
finally,  because  the  cases  had  been  lost  sight  of  and  had  not 
remained  sufficiently  long  under  observation. 

Quite  recently  the  Myxoedema  Committee  of  the  London 
Clinical  Society,  under  the  chairmanship  of  Dr.  Ord,  has 
handed  in  its  report,  after  four  years  of  labor,  which  renders 
it  extremely  probable  that  the  disease  of  myxoedema  is  a 
direct  consequence  of  the  loss  of  function  of  the  thyroid  gland. 
In  the  operative  cases,  the  committee  was  persuaded,  the  op- 
erations had  been  done  with  perfect  antiseptic  precautions. 
The  final  cause  of  the  disease  therefore,  still  remains  obscure. 

We  have,  however,  by  the  present  time  numerous  experi- 
ments upon  animals,  which  throw  a  little  more  light  upon 
these  obscure  conditions. 

In  dogs  and  cats  loss  of  the  entire  thyroid  causes  death.  Rab- 
bits and  rats,  however,  sustain  loss  of  the  entire  thyroid  body 
without  any  evil  consequences.  Apes  show  much  resemblance 
to  man  in  their  behavior  after  being  subjected  to  loss  of  the  thy- 
roid. They  are  attacked  by  muscular  tremor,  mucoid  oedema, 
and  idiocy,  and  die. 

Some  very  interesting  experiments  have  been  performed 
upon  cats.  After  removal  of  part  of  the  thyroid,  the  excised 
portion  was  transplanted  into  the  abdominal  cavity,  and  in 
some  cases  it  became  organized  and  apparently  continued  to 
functionate  in  its  location,  so  that  the  animal  survived  the 
subsequent  total  extirpation  of  the  gland  at  the  neck  without 
any  symptoms  of  cachexia.  The  gland  in  the  abdomen  was 
found  to  have  become  considerably  smaller  on  subsequent  ex- 
amination, than  when  first  introduced. 

Transfusion  of  blood  from  a  healthy  animal  into  one  suffer- 
ing from  operative  myxoedema  retards  the  progress  of  the  dis- 
ease; the  same  effect  is  observed  after  injections  of  the  juice 
expressed  from  a  healthy  thyroid  body.  After  the  extirpa- 
tion of  the  thyroid  larger  quantities  of  mucin  have  been  found 
in  the  saliva  of  the  submaxillary  glands  than  normally.  The 
names  of  Schiff",  Wagner,  Zesas,  Sanquirico  and  Canalis, 
Horsleyj  Herzen,  Albertoni,  Tizzoni,  Colzi,  Ewald,   Halstead 
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and  others,  are  connected  with  experimental  research  on  these 
questions. 

As  to  theories  which  have  been  advanced  to  explain  the 
function  of  the  gland,  there  is  no  lack  of  them. 

The  possibility  of  the  thyroid  being  a  regulator  for  the 
blood-supply  to  the  brain  has  been  very  ably  sustained  by 
some  work  done  in  His'  laboratory.  When  we  recall  the  ana- 
tomical fact  that  both  the  internal  carotid  and  the  vertebral 
arteries  have  a  tortuous  course  through  bony  canals  before 
entering  into  the  cranial  cavity,  and  that  both  these  arteries 
are  directly  influenced  as  to  their  blood  supply  by  the  thyroid 
arteries,  it  appears  plausible  that  the  thyroid  body,  acting  as  a 
sponge  for  the  instantaneous  receiving  of  large  quantities  of 
blood,  may  so  regulate  the  blood  pressure  in  the  brain  as  to 
be  necessary  for  the  proper  function  of  this  organ,  especially 
when  we  bear  in  mind  the  nervous  distribution  to  the  gland. 
But  ingenious  as  this  theory  is,  it  cannot  readily  be  brought 
into  harmony  with  the  observations  of  the  vicarious  function 
of  thyroid  grafts  for  the  normal  gland  observed  by  Schiff  in 
cats. 

Other  theories  ascribe  to  the  gland  the  function  of  the  pro- 
duction of  blood-elements,  or  the  destruction  of  some  noxious 
element  in  the  blood-fluid;  or  the  furnishing  of  some  unknown 
secretion  necessary  to  the  system  or  to  the  proper  function  of 
the  nerves;  or  the  supplying  of  some  unknown  and  important 
nervous  fibres  belonging  to  the  sympathetic  system. 

The  theory  apparently  the  most  probable  is  that  of  Horsley, 
that  the  gland  prevents  the  accumulation  of  mucin  in  the  sys- 
tem; this  being  the  best  substantiated  by  experimental  evi- 
dence. 

However  these  questions  may  be  decided  in  the  future,  this 
much  is  certain  in  view  of  the  present  state  of  experimental 
research — that  total  excision  of  the  gland  is  not  justifiable,  if 
it  can  be  avoided  in  the  interest  of  the  patient's  life.  There- 
fore total  removal  of  the  thyroid  body  should  never  be  under- 
taken, excepting  m  such  cases  as  malignant  goitre,  carcinoma 
or  sarcoma.  In  some  cases,  however,  an  acute  inflammation 
of  the  enlarged  thyroid  body  is  met  with,  which  is  a  compli- 
cation of  goitre  (known  as   thyroiditis).     In   these    cases   the 
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patients  are  not  only  exposed  to  the  most  acute  suffering  but 
they  are  in  actual  danger  of  their  life  from  suffocation.  In 
these  cases,  therefore,  unless  the  goitre  be  cystic  in  character, 
total  extirpation  is  called  for. 

In  all  other  cases,  however,  partial  excision  only  is  justifia- 
ble, the  excision  being  limited  to  one-half  of  the  organ,  other- 
wise enucleation  of  nodes  or  resection  being  done. 

The  method  preferred  in  each  case  will  be  best  decided  by 
the  diagnosis. 

If  we  have  to  deal  with  a  simple  form  of  struma  nodosa — 
and  this  is  the  most  frequent  case — we  elect  the  operation  de- 
scribed as  enucleation.  In  fact,  some  authors  propose  attack- 
ing every  case  with  a  view  to  performing  enucleation  of  the 
nodes,  taking  their  presence  for  granted;  and  only  when  this 
method  fails,  do  they  secondarily  resort  to  other  methods  (re- 
section). 

If  we  recognize  large  hard  nodes  situated  in  a  thyroid  body 
which  has  become  adherent  to  the  underlying  tissues,  and  can- 
not be  manipulated  without  danger  of  suffocation  to  the  pa- 
tient (on  account  of  the  undue  traction  on  the  trachea,  soft- 
ened by  pressure),  enucleation  is  indicated.  But  if  the  nodes 
are  of  a  softer  and  more  vascular  character,  so  that  much 
haemorrhage  is  encountered  on  enucleating  in  consequence  of 
the  arteries  leading  into  the  capsule  being  too  numerous, 
evidement  is  the  quicker  and  cleanlier  method.  Especially  is 
evidement  to  be  substituted  for  enucleation  in  case  one  of 
these  soft  nodes  should  be  ruptured  during  the  operation. 
The  presence  of  adhesions  between  the  tumor  and  the  soft- 
ened trachea,  therefore,  materially  affects  the  indications,  since 
these  conditions  frequently  render  dispatch  imperative.  For 
these  reasons  very  hard  nodes  which  cannot  be  easily  detached 
from  the  surrounding  tissues  may  also  be  more  readily  re- 
moved by  evidement. 

Now,  it  may  happen,  in  case  enucleation  is  undertaken,  that 
the  nodes  prove  to  be  present  in  very  great  numbers,  although 
individually  of  small  size,  so  that  in  spite  of  the  fact  that  the 
proposed  enucleation  may  prove  sufficiently  easy  of  perform- 
ance, the  time  necessary  for  the  completion  of  the  operation 
proves  too  long.     In  such  a  case,  too,   evidement    permits    of 
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more  rapid  work,  and  should  be  substituted  for  the  enuclea- 
tion, especially  when  the  nodes  are  well  isolated,  so  that  little 
haemorrhage  occurs  on  splitting  them.  But  if  the  nodes  are 
extremely  small,  and  present  in  great  quantities,  partial  extir- 
pation is  the  quickest  and  most  satisfactory  method. 

For  vascular  hyperplasia  of  the  thyroid  gland  as  described 
above,  whether  it  appears  in  the  aneurismatic  or  varicose 
form,  deligation  of  the  large  arteries  supplying  the  gland 
should  be  undertaken.  If  the  condition  is  more  prominent  on 
one  side,  both  the  superior  thyroids  and  one  inferior  thyroid 
aitery  may  be  ligated  in  the  first  sitting,  and  only  in  case 
prompt  recovery  does  not  result  need  the  other  inferior  and 
ima  be  tied.  The  reason  for  this  delay  lies  in  the  fact  that 
some  surgeons  (Kocher)  are  fearful  of  the  occurrence  of  myx- 
oedema  after  ligation  of  all  arteries.  These  considerations,  to- 
gether with  the  technical  difficulty  attached  to  the  deligation 
of  the  arteries,  have  combined  to  discredit  the  performance  of 
this  operation  for  parenchymatous  goitres,  for  the  softer  and 
more  recent  forms  of  which  it  was  formerly  considered  indi- 
cated by  some  surgeons. 

For  the  cases  described  above  as  hypertrophy  (and  espe- 
cially where  we  encounter  diffuse  hypertrophy,  a  proliferation 
both  of  the  parenchyma  and  the  interstitial  tissue),  partial  ex- 
tirpation is  indicated,  provided  that  a  portion  of  the  gland  is 
unaffected,  and  may  be  left  ///  situ.  If  not,  resection  is  indi- 
cated. 

There  may  occur  cases  in  which  it  is  impossible  to  make  a 
diagnosis,  and  when  the  surgeon  remains  in  doubt  what  he 
has  to  deal  with.  In  such  cases,  resection  is  indicated,  be- 
cause this  method  is  generally  safe;  there  is  no  need  of  an  ex- 
act knowledge  of  the  condition  of  the  other  lobe — nor  is  it 
necessary  to  ligate  the  inferior  thyroid  artery,  nor  to  dissect 
out  the  lecurrent  nerve. 

One  class  of  goitres  has  not  as  yet  been  considered  in  the 
foregoing  pages — the  cystic  goitre.  We  refer  especially  to 
those  cases  where  one  large  cyst  is  responsible  for  the  increasd 
size  of  the  gland.  The  operations  for  cystic  goitre  are  sev- 
eral:    Puncture  with  injection  of  some  medicinal    fluid;     inci- 


OPERATIVE   TREATMENT  OF  GOITRE.  1 89 

sion,  with  subsequent  stitching  of  the  sac  to  the  skin,  and 
drainage;  enucleation  of  the  sac  entire;  these  are  the  methods 
most  frequently  in  use  at  the  present  time.  Of  the  methods 
in  which  iodine  tincture  plays  a  part  little  need  be  said,  on  ac- 
count of  the  loss  of  favor  which  this  procedure  has  met  with 
since  the  introduction  of  more  rapid  methods.  Although  a 
number  of  cases  are  still  reported  in  the  journals,  where  re- 
covery takes  place  after  iodine  injections,  yet  many  cases  of 
mishaps  have  also  been  published.  Haemorrhage  ending  in 
death,  acute  inflammation  with  suppuration,  acute  asphyxia 
with  fatal  result,  are  among  the  published  consequences  fol- 
lowing iodine  injections.  In  any  case  the  use  of  injections  of 
iodine  causes  adhesive  inflammations  to  take  place  about 
the  sac,  and  this  condition  renders  subsequent  operations  by 
rapid  methods  very  difficult  or  impossible,  not  to  speak  of  the 
valuable  time  lost. 

The  objections  which  may  be  raised  to  the  method  of  ope- 
rating upon  cystic  goitres  by  incision  with  parietal  suturing 
and  drainage,  sometimes  spoken  of  as  Beck's  method,  are, 
first,  the  liability  of  haemorrhage  occurring  from  the  middle  of 
the  cyst.  We  know  that  the  villi  projecting  into  the  lumen  of 
the  sac  contain  quite  large  blood  vessels,  and  that  degenera- 
tive processes  are  constant  here.  In  fact,  as  remarked  above, 
it  is  not  improbable  that  these  cysts  originate  and  grow  by 
means  of  haemorrhages.  The  second  objection  is  the  length 
of  time  necessary  to  complete  recovery  after  the  operation,  es- 
pecially if  the  capsule  of  the  cyst  is  much  thickened.  These 
objections  do  not  hold  good  in  regard  to  operations  done  at  an 
emergency  for  threatened  asphyxia,  when  the  incision,  or 
even  aspiration,  is  sure  to  give  instantaneous  relief — a  method 
frequently  called  into  use  on  account  of  the  proneness  of  large 
cysts  to  acute  inflammations. 

The  favorite  method  of  operating  for  cysts,  and  a  very  easy' 
and  rapid  one,  is  the  enucleation  of  the  sac  entire.  This 
method  has  been  associated  with  the  name  of  Juillard,  Burck- 
hardt,  E.  Miiller  and  others.  The  finding  of  the  sac  is  not  dif- 
ficult, owing  to  its  thickness,  and  the  course  of  the  blood-ves- 
sels on  its  walls,  referred  to  above. 
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The  incision  through  the  skin  may  be  made  along  the  an- 
terior border  of  the  sterno-mastoid  muscle,  or  in  the  median 
line,  according  to  the  location  of  the  cyst.  The  fascia  cover- 
ing the  gland  is  first  incised,  and  then  the  layer  of  parenchyma- 
tous tissue  intervening  between  the  capsule  of  the  gland  and  the 
sac  of  the  cyst  is  to  be  cut  through.  Here  some  haemorrhage 
may  be  encountered  and  should  be  arrested  as  one  proceeds. 
This  layer  may,  however,  be  extremely  thin,  like  blotting  pa- 
per, and  may  more  or  less  resemble  connective  tissue,  owing 
to  atrophy  from  pressure.  When  the  capsule  of  the  cyst  is 
reached  it  is  easy  to  enucleate  the  whole  sac  complete.  Care 
should  be  taken  not  to  rupture  it,  in  which  case  it  is  best  to 
split  the  cyst  open  and  afterwards  dissect  out  the  capsule. 

The  wound  should  then  be  closed  in  the  usual  way;  and  re- 
covery is  generally  completed  in  two  weeks  on  the  aver- 
age. 

In  conclusion,  we  may  now  present  the  choice  of  a  method 
of  operation  for  all  kinds  of  goitre  (excepting  exophthalmic 
goitres)  in  the  following  manner: 

Large  nodes  in  simple  goitres:  enucleation;  in  case  this  op- 
eration proves  impracticable,  resection  is  to  be  substituted  for 
it. 

Nodes  in  immovable  goitres,  where  there  is  some  danger  of 
suffocation:  enucleation;  in  case  the  danger  increases,  evide- 
ment  is  to  be  substituted. 

Very  soft  nodes  in  simple  or  immovable  goitres:  evidement 
(for  the  sake  of  dispatch). 

Large  number  of  small  nodes:  partial  extirpation.  If  no 
sound  tissue  is  present  which  may  be  left,  resection  is  to  be 
substituted. 

Vascular  tumors:  ligature  of  arteries. 

Cysts:  enucleation. 

Diffuse  hypertrophy:  partial  extirpation;  if  no  sound  tissue 
is  present  which  may  be  left,  resection  is  to  be  substituted. 

Malignant  goitres:  total  extirpation— for  which  amputation 
may  be  substituted. 

Acute  thyroiditis  in  simple  goitre:  total  extirpation. 
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Acute  thyroiditis  in  cystic  goitre:  enucleation;  if  dispatch  is 
necessitated,  incision  and  drainage  may  be  substituted. 

When  the  nature  of  the  tumor  is  not  diagnosed,  or  if  the 
chosen  operation  proves  impracticable,  resection. 

Injections  are  to  be  reserved  for  cases  where  from  one  or 
other  reason  an  operation  is  not  deemed  advisable. 

Of  the  many  fluids  proposed  for  injection,  iodine  tincture, 
Lugol's  solution,  arsenic,  ergotine,  Fowler's  solution,  osmic 
acid  and  iodoform,  the  latter  appears  most  worthy  of  trial 
since  its  warm  recommendation  by  von  Mosetig-Moorhof.  The 
method  was  used  principally  for  soft  parenchymatous  or  fol- 
licular goitres  and  gave  excellent  results.  The  solution  con- 
sisted of  iodoform,  one  gram;  and  ether  and  olive  oil,  equal 
parts,  seven  grams.  One  or  two  grams  or  more  (i^lxv-xxx) 
were  injected  in  intervals  of  from  three  to  eight  days,  in  all 
from  five  to  ten  times. 

The  indications  for  operative  interference  in  goitrous  tumors 
have  been  given  as  follows: 

1.  Suffocatory  symptoms. 

2.  Difficulty  of  respiration;  even  when  labored  respiration 
only  appears  after  exertion. 

3.  Rapid  growth  of  the  tumor. 

4.  Difficulty  in  swallowing. 

5.  Interference  with  the  patient's  usefulness,  or  his  enjoy- 
ment of  life.  (Maas.) 

Age  does  not  form  a  contra-indication  to  the  operation. 

The  complications  which  may  occur  during  operation  are: 
(l)  haemorrhage;  (2)  gross  lesions  of  the  nerves,  especially  the 
sympathetic,  the  pneumo-gastric,  the  hypoglossal,  and  the  re- 
current laryngeal  nerve,  (3)  injuries  to  the  adjacent  organs,  es- 
pecially the  oesophagus  and  the  trachea. 

Those    directly    following  are  (i)   the   inflammatory   or  (2) 
septic  complications;   such  as  aphonia  due  to  tumefaction  of 
the  mucous  membrane,  and  acute  suppuration   of  the   visceral 
space  of  the  neck,  with  cellulitis  and  consequent  burrowing  of 
pus  and  anterior  mediastinitis. 
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Among  the  more  remote  consequences  of  thyroidectomy 
are  (i)  acute  mania  following  operation;  (2)  epilepsy;  (3)  teta- 
ny; (4)  hysteria;  and  (5)  myxoedema;  (6)  recurrence  of  malig- 
nant tumors  in  loco  and  elsewhere,  with  adhesion  of  the  cap- 
sule to  the  growth,  envelopment  of  the  large  veins  of  the  neck 
and  the  nerves  in  the  growth,  extension  below  the  sternum, 
etc.  These  complications  and  sequelae  of  thyroidectomy  are 
to  be  treated  according  to  general  surgical  principles,  so  that 
their  mere  mention  suffices  here. 

The  question  regarding  the  advisability  of  performing  tra- 
cheotomy in  cases  of  thyroidectomy  has  been  answered  in  the 
negative  by  almost  all  operators  of  experience;  and  the  opera- 
tion is  only  done  at  the  present  time  during  the  excision  of 
goitre  to  meet  a  vital  indication.  It  is  hoped  by  carefully 
avoiding  tracheotomy  to  insure  a  more  certain  condition  of 
asepsis  in  the  wound,  which  could  not  so  readily  be  done  were 
the  secretions  from  the  mucous  membrane  of  the  trachea  al- 
lowed to  enter  the  wound. 

If  tracheotomy  is  not  done,  however,  much  care  is  to  be  be- 
stowed upon  the  trachea  during  operation,  and  especially  when 
by  compression  through  the  tumor  it  has  become  changed  in 
shape  and  rendeced  soft.  Two  sutures  are  frequently  inserted, 
one  in  either  side  of  the  trachea,  and  traction  maintained  upon 
them  during  operation,  so  that  the  tube  is  prevented  from  col- 
lapsing with  the  movements  of  the  tumor.  Or  else  the  sutures 
may  be  tied  together  over  the  front  of  the  trachea,  with  a  view 
to  maintaining  its  lumen  oval.  The  sutures  should  not  be 
passed  through  the  mucous  lining  of  the  trachea,  but  only  be- 
low the  cartilaginous  rings. 
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SOME   RECENT   SCANDINAVIAN    CONTRIBUTIONS    ON    TUBERCU- 
LOSIS    OF     THE     KNEE-JOINT    AND     ITS     SURGICAL 
TREATMENT. 

1.  Emil  Miil/er.  Om  Arthrektomia  Genus  ved  TuberkulosArtroitis.  (On  Arth- 
rectomia  Genus  in  Tuberculous  Arthritis.)  Inaugural  Dissertation.  Copenhagen. 
1889.     281  pp. 

2.  Hagb.  StroDi.  Knasledstuberkulosens  eg  dens  Kirurgiske  Behandling.  (Tu- 
berculosis of  the  Knee-joint  and  its  Surgical  Treatment.)  Christiana.  1889. 
167  pp. 

3.  Prof.  Plum.  B6r  Arthrektomi  eller  Resektion  foretrreVker  ved  den  tuberku- 
lose  Gonitis  has  B6rn?  (Is  Arthrectomy  or  Resection  to  be  Preferred  in  the  Tu- 
berculous Gonitis  of  Children?)  A  Lecture  before  the  Copenhagen  Medical  Society. 
Hospitals — Tidende.     Jan.  S,  18S9. 

4.  Gabriel  Tryde.  Om  lodoformgize-Tamponade  og  Sekundser  Sutur  ved  Re- 
sectio  (eller  Arthrectomia)  Genus  for  Arihroitis  Tuberculosa.  (On  lodoform-gauze 
Tamponade  and  Secondary  Suture  in  Resection  (or  Arthrectomy)  of  the  Knee  for 
Tuberculous  Arthroitis.)     Hosp  tals — Tidende.     Dec.  3  and  11,  1889. 

The  simultaneous  appearance  in  Scandinavia  of  several  contribu- 
tions upon  tuberculosis  of  the  knee-joint  is  indicative  of  the  interest 
which  this  subject  is  exciting  in  the  northern  European  countries. 

I.  Dr.  Miiller  has  somewhat  limited  his  work  as  he  nearly  ex- 
clusively treats  of  arthrectomy,  considering,  however,  its  relation  to  re- 
section of  the  knee-joint.  He  first  goes  through  the  history  of  arthrec- 
tomy and  presents  a  distinct  picture  of  the  course  of  its  development. 
Then  the  various  opinions  expressed  in  the  literature  on  the  functional 
results,  the  question  of  a  moveable  joint  and  the  different  opinions  for 
and  against  the  operation  are  presented.     He  holds  to  Konig's^  views 

^Konig.     Die  Tuberkulose  der  Knochen  und  Gelenke. 
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on  the  pathological  anatomy  of  the  joint  disease.  The  clinical  picture 
is  given  a  very  short  consideration.  Alter  a  schematic  synopsis  of  the 
42  cases  of  arthrectomy  of  the  knee-joint  taken  from  the  large  Danish 
hospitals  for  the  last  four  years,  he  describes  the  technique  of  the  op- 
eration, partly  from  the  literature  and  partly  from  his  own  material. 
The  various  methods  of  opening  the  joint  are  presented  and  criticised, 
as  well  as  the  after  treatment,  after  which  he  treats  of  that  which  is  the 
real  subject  of  his  investigations,  the  results  of  arthrectomy  with  re- 
gard to  the  dangerousness  of  the  operation  to  life,  to  radical  cure  of 
the  affection  and  the  functional  results  obtained.  As  to  the  danger- 
ousness of  the  operation  he  first  mentions  the  danger,  pointed  out  by 
Konig,  in  operating  on  tuberculous  joints,  of  an  outbreak  of  universal 
miliary  tuberculosis  from  direct  inoculation  during  the  operation.  This 
danger,  he  thinks  should  be  considered  along  with  the  question  whether 
in  a  given  case  one  should  operate  or  treat  conservatively.  In  one  of 
his  cases  death  was  probably  due  to  such  an  inoculation  tuberculosis, 
but  the  case  was  not  clear  as  the  healing  process  of  the  wound  was 
complicated  by  gangrene  of  the  skin  flap  and  deep  suppuration.  On 
the  other  hand  he  thinks  one  is  somewhat  justified  in  taking  the  views 
in  case  of  an  operation  that  possibly  by  removal  of  the  tuberculous 
focus  one  may  ward  off  the  danger  of  a  later  general  tuberculous  in- 
fection. He  clo>;es  by  saying  that  arthrectomy  of  the  knee  presents 
no  dangers  for  the  life  of  the  patient,  neither  in  the  operation  itself  nor 
in  the  after-treatment,  for  out  of  42  cases  of  his,  2  only  ended  fatally 
and  death  in  neither  of  these  cases  can,  directly  or  indirectly,  be  said  to 
be  due  to  the  operation.  For  this  reason  he  places  arthrectomy  above 
all  the  other  procedures  and  would  give  it  considerable  preference  over 
the  conservative  treatment.  The  length  of  time  of  treatment  is  of  es- 
sential importance;  he  especially  emphasizes  that  in  his  cases  it  was, 
on  an  average,  7.3  weeks,  but  that  when  uncomplicated  the  period  was 
much  shorter,  so  that  many  patients  would  leave  the  bed  after  6,  4  and 
even  3  weeks. 

With  regard  to  the  other  questions,  how  far  arthrectomy  is  able  to 
cure  the  local  affection,  the  writer  makes  a  comparison  with  resection 
which,  however,  is  an  unfortunate  attemj)!  as  he  does  not  have  at  his 
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disposal  a  corresponding  number  of  cases  of  resections  treated  accord- 
ing to  the  same  method  as  his  arthrectomies.  He  cannot  use  for  this 
purpose  the  45  cases  of  resection  collected  by  Ipsen  as  many  of  them 
were  not  treated  according  to  the  principles  generally  accepted  in 
arthrectomy  and  resection.  On  page  113  he  says;  "The  two  opera- 
tions offer  about  equally  good  chances  for  a  cure  of  the  joint  disease." 
It  seems  that  he  comes  to  this  final  conclusion  from  a  comparison  of 
his  arthrectomies,  which  gave  66.7%  of  cures,  with  newer  statistics 
on  resection  from  other  countries  having  a  percentage  of  71  to  77%. 
But  here  the  writer  regards  his  own  cases  with  a  little  too  much  favor 
for  he  has  reckoned  among  the  66  7%  of  cures  after  arthrectomy,  not 
only  those  which  were  cured  after  more  or  less  grave  operations  but 
also  partly  cases  where,  on  account  of  the  short  period  of  observation, 
and  the  lack  of  later  information,  he  was  obliged  to  class  them  as 
"cases  with  an  uncertain  result."  In  some  of  these  the  period  of  ob- 
servation after  the  operation  was  so  short  that  he  cannot  draw  any 
definite  conclusions  now.  His  expression  that  the  two  operations 
seem  to  have,  with  regard  to  cure,  about  the  same  results,  directly 
conflicts  with  that  which  he  gives  as  the  result  of  arthrectomy.  For, 
when  among  41  cases  he  only  finds  15  without  any  recurrence,  in  con- 
trast to  26  with  a  recurrence,  and  where  the  greatest  part  of  these  were 
of  such  a  nature  that  in  10  cases  a  secondary  resection  was  necessary, 
it  is  scarcely  the  best  proof  of  the  correctness  of  the  a  priori  assump- 
tion that  resection  stands  somewhat  above  arthrectomy  with  regard  to 
the  radical  removal  of  all  the  diseased  tissue.  Also  the  possibility  that 
in  arthrectomy  osseous  foci  which  have  not  reached  the  surface  might 
be  overlooked  finds  a  confirmation  in  the  writer's  cases  for  he  admits 
that  in  8  of  his  cases  this  was  true. 

The  writer  divides  his  cases  into  4  groups  in  considering  the  ques- 
tion: In  how  many  cases  one  may  assume  to  have  approached  a 
radical  extirpation  of  the  diseased  tissues  by  arthrectomy,  oblique  or 
longitudinal  incision  with  or  without  severing  of  the  ligaments.  Such 
a  division  seems  hardly  justified  as  his  cases  are  extremely  limited  in 
number  audit  would  not  If  ad  to  any  definite  results,  whether  the  liga- 
ments were  severed  or  not  when  no  regard  was  paid  to    the  extent  in 
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which  the  disease  presented  itself  at  the  operation.  In  general  one  may 
assume  that  the  surgeon  in  a  given  case  will  remove  and  in  another 
preserve  them,  his  method  being  dictated  by  the  extent  of  the  disease. 
Indeed  arthiectomy  is  nearly  an  atypical  operation  where  one  decides 
by  the  greater  or  less  extension  of  the  diseased  process  with  regard  to 
the  extent  of  the  operation. 

In  the  third  chapter  he  gives,  under  the  functional  results  after  ar- 
threctomy,  a  clear  review  of  the  various  factors  which  play  a  role  after 
resection.  Then  he  states  the  results  of  i8  arthrectomies  pei  formed 
upon  1 8  children,  who  varied  in  age  from  2  to  i6  years.  In  the  greater 
part  of  these  shortening  was  not  to  be  noticed,  or,  if  present,  it  was  so 
little  as  to  have  no  essential  influence  upon  the  function;  and,  what  is 
more  important,  in  5  cases  he  noticed  a  distinct  prolongation  of  the 
extremity  operated  upon;  in  2  cases  it  reached  3  cm.  The  most  in- 
teresting are  his  results  as  to  the  adhesions  between  the  ends  of  the 
bones  after  arthrectomy.  Among  25  cases,  with  regard  to  v.-hich  the 
writer  was  able  to  get  information  on  this  point,  he  found,  17  times, 
flexion — as,  a  rule,  not  to  a  great  extent — while  only  8  patients  pre- 
sented a  completely  extended  knee.  Of  these  8  there  were  6,  perhaps 
7,  which  had  obtained  an  active  mobility,  while  this  was  only  the  case 
in  I  of  the  17  with  a  flexion  contracture.  This,  he  thinks,  points  to 
the  muscles  being  the  chief  factors  in  the  origin  of  the  contractures. 
After  having  described  the  relations  which  most  probably  have  an  influ- 
ence upon  the  later  functional  result,  he  ends  his  treatise  by  saying 
that  the  conclusion  seems  justified  that  one  must  be  insane  to  want  to 
induce  ankylosis  after  arthrectomy.  It  is  very  probable  that  in  many 
cases  where  there  is  incomplete  ankylosis,  by  the  employment  of  baths, 
massage,  electricity  and  passive  movements,  quite  an  active  mobility 
might  be  obtained,  and  this,  he  thinks,  will  be  the  treatment  of  the 
future. 

2.  Dr.  Strom  has  given  his  work  a  much  broader  scope,  as  he  pre- 
sents a  clear  and  concise  picture  of  tuberculosis  genus  and  its  treat- 
ment, based  upon  about  200  cases  of  tuberculous  gonitis  treated  in  the 
"Rigshospital"  in  Christiania  from  1873  to  1837.  His  presentation  of 
the  disease  is  grounded  upon  the  works  of  Koster,  Hiiter,    Konig  and 
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several  others.  Thi-;  material  is  carefully  examined  with  reference  to 
the  age  and  sex  of  the  patient,  and  the  various  aetiological  factors.  He 
presents  the  pathological  anatomy  according  to  Konig  and  Volkmann. 
He  divides  his  cases  into  4  principal  forms:  i.  The  fungous  form  (the 
former  tumor  albus);  2,  the  form  described  by  Volkmann  as  caries 
sicca;  3,  the  tuberculous  hydrops  and  cold  abscess  of  the  joint.  He 
mentions  the  varying  frequency,  course  and  prognosis  of  these  forms, 
basing  himself  upon  his  cases,  and  emphasizing  especially  the  clinical 
and  prognostic  importance  of  beginning  suppuration.  He,  by  means 
of  a  series  of  detailed  statistic  calculations,  demonstrates  how  the 
clinical  form  under  which  the  disease  appears  will  always  be  one  of 
the  decisive  factors  when,  in  a  given  case,  one  is  to  give  the  prognosis 
and  decide  as  to  treatment. 

In  the  second  chapter,  the  surgical  treatment  of  knee-joint  tubercu- 
losis, he  considers  the  question  of  the  primary  and  secondary  origin  of 
the  disease,  and  the  practical  consequence  with  regard  to  the  indica- 
tions for  operative  procedure.  Here  he  is  inclined  to  place  himself 
in  opposition  to  Konig's  views,  as  his  material  seems  to  justify  the 
opinion  that  we  are  best  able  to  reduce  the  mortality  of  universal  tu- 
berculosis by  operative  procedures,  which  completely  eliminate  the  lo- 
cal focus  in  the  joint  The  danger  of  inoculation  of  miliary  tuberculo- 
sis, by  the  operation,  pointed  out  by  Konig,  he  thmks,  in  a  great  de 
gree  exaggerated  by  the  latter  and  VVartmann.  He  then  investigates 
especially  the  results  of  the  various  methods  of  treatment  and  their  in- 
dications. An  exclusively  non-operative  treatment  was  employed  in 
63  cases;  of  these  the  results  were  known  in  56  cases,  which  gave  a 
percentage  of  66  (37  cases)  entirely  cured.  But  the  writer  empha- 
sizes correctly  that  this  percentage  is  misleading;  if  one  will  have  a 
correct  expression  of  the  results  of  expectant  treatment,  then  one  must 
also  include  all  the  cases  where  it  failed,  and  where  an  operation  was 
necessary  later  on  account  of  this.  By  this  method  he  finds  that 
27  5%  of  the  number  of  cases  treated  has  been  cured  by  exclusively 
operative  treatment.  This  method  was  very  much  employed  in  chil- 
dren, and  has  given  the  best  results  in  those  groups  where  the  age  va- 
ried between  5  to  ID  and  10  to  15  years.     It  was  especially  employed 
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in  those  cases  which  appeared  under  the  picture  of  caries  sicca;  a  par 
ticularly  unfavorable  result  was  obtained  in  tuberculous  hydrops.  The 
functional  results  hereafter  cannot  be  called  good,  for  out  of  37  cases 
only  2  had  good  motion  of  the  joint,  2  some  motion  and  moderate 
contracture,  and  the  rest  ankylosis,  with  more  or  less  flexed  knee. 

A  series  of  minor  operative  procedures,  as  puncture  of  the  joint  with 
antiseptic  erosion,  arthrotomy  with  erosion  and  partial  extirpation  ot 
the  capsule  have  not  given  encouraging  results.  The  outcome  was  es- 
pecially bad  after  puncture  of  the  joint  in  tuberculous  hydrops.  But 
here  he  remarks  that  these  partial  operative  proctdures  were  especially 
performed  in  elderly  individuals,  entirely  contrary  to  the  views  of  most 
modern  surgeons,  /.  e.,  that  partial  operative  procedures  are  indicated 
in  childhood,  as  one  may  reckon  upon  the  natural  tendency  to  heal, 
while  diseased  processes  in  adults  are  inclined  to  maintain  their  de- 
structive character.  But  he  also  thinks  that  these  partial  operative 
procedures  are  in  many  cases  unnecessary,  and  merely  complicate  the 
condition.  Even  where  a  recovery  has  taken  place  afterward  he  as- 
sumes more  probable  that  the  operative  procedure  had  no  essential 
influence  upon  the  course  of  the  disease.  Here  he  is  directly  opposed 
to  Oilier  who  has  obtained  excellent  results  with  partial  operations  in 
young  patients.  Also  with  regard  to  the  functional  results  his  few 
cases  do  not  speak  in  favor  of  this  treatment;  ankylosis  has  been  the 
regular  outcome  Ignipuncture  is  given  a  mere  mention  on  account 
of  the  good  results  which  French  surgeons  have  obtained  with  it,  and 
their  unanimously  favorable  views  on  this  measure;  he  has  had  no  per- 
sonal experience  with  it,  and  it  seems  to  be  as  little  used  in  Norway  as 
in  Denmark.  Arthrectomy  and  resection  are  given  as  the  real  opera 
tive  procedures  to  be  used  in  knee-joint  tuberculosis,  as  they  give  full 
access  to  the  joint,  and  permit  the  total  extirpation  of  all  the  diseased 
tissue,  which,  indeed,  is  the  chief  object  of  the  operative  therapy  The 
advantages  and  disadvantages  of  the  two  operations  are  considered. 
In  all  the  writer  has  12  arthrectoniies  and  66  resections  at  his  disposal. 
Although  after  resection  the  results  seem  to  have  been  better  than  af- 
ter arthrectomy,  especially  if  one  uses  the  resections  which  were  per- 
foimed  after  1882,  during  which  time  antisepsis  was  carried  out,  as 
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well  as  was  the  careful  removal  of  all  the  diseased  tissues  done  as  a 
rule,  yet  his  material  does  not  allow  of  a  definite  conclusion  on  the 
value  of  arthrectomy  or  resection,  partly,  because  of  the  small  number 
of  arthrectomies,  and  partly,  because  of  their  being  done  by  a  less 
complete  method— by  double  lateral  incision.  On  the  whole,  he  is 
more  in  favor  of  resection  which,  in  his  cases,  has  given  67.5%  defin- 
ite cures,  confirmed  after  many  years.  In  any  case,  resection  should 
be  performed  in  adults;  in  children,  the  question  he  regards  as  still 
open. 

Finally,  amputation  of  the  thigh  is  considered,  together  with  its  indi- 
cations in  tuberculous  gonitis.  In  general,  amputation  of  the  thigh 
may  be  said  to  be  indicated  when  by  no  conservative  method  can  a 
serviceable  extremity  be  made  for  the  patient  and  where  there  is  a 
prospect  of  securing  the  patient  from  the  secondary  consequence  of 
the  disease,  01  where  there  are  already  signs  of  this  to  prevent  its  de- 
velopment. More  especially  does  he  consider  the  question  of  amputa- 
tion in  relation  to  the  age  of  the  patient.  He  would  find  an  absolute 
indication  for  primary  amputation  in  cases  which  originate  or  come 
under  treatment  at  the  age  of  50  to  55  years  for  then  one  cannot  ex- 
pect to  obtain  a  sufficiently  solid  consolidation.  At  this  age  the  dis- 
ease develops  so  rapidly  and  leads  so  quickly  to  suppuration  that 
great  destruction  of  the  joint  must  naturally  ensue. 

Amputation  may  be  contra-indicated  in  the  individual  under  20 
years;  one  such  case  is  mentioned  where  the  general  condition  of  the 
patient,  which  was  complicated  with  tuberculosis  of  various  organs, 
necessitated  the  sacrifice  of  the  limb  in  order  to  save  his  life.  The 
relations  are,  however,  different  in  patients  between  the  20th  and  50th 
years,  for  here  a  persistent  suppuration  more  rapidly  has  an  influence 
upon  the  general  conditions  and  internal  complications  manifest  them- 
selves more  early. 

If  the  suppuration  cannot  be  removed  by  resection,  or  the  pus  has 
burrowed  to  such  an  extent  that  an  extensive  tuberculosis  of  the  soft 
tissues  has  resulted,  then  amputation  is  inevitable.  The  same  holds 
good  with  extensive  comphcations  of  the  internal  organs  as  resection 
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presupposes  a  process  of  reparation    which  places  greater  demands  on 
the  patient's  vitality  than  one  can  reckon  upon. 

3.  The  speaker  gives  the  history  of  the  origin,  course  of  develop- 
ment, and  the  present  standing  of  arthrectomy,  defining  the  essential 
points  of  the  operation  and  reviewing  the  results  of  individual  oper- 
ators. The  nomenclature  of  the  pupil  of  Volkmann,  Heidenhein,  is 
referred  to.  The  results  of  a  Danish  surgeun,  Iversen,  who  appeared 
as  a  warm  defender  of  arthrectomy  after  5  observations,  are  men- 
tioned. These  were  mentioned  in  a  lecture  before  the  Copenhagen 
Medical  Society  {Hospitals  Tidende.,  Nos.  16  and  17,  1885).  He  then 
calls  attention  to  a  result  which  he  has  noticed  in  two  of  his  cases, 
namely;  a  lengthening  of  the  extremity  after  operation.  He  thinks 
that  when  conservative  treatment  does  not  prevent  the  further  en- 
croachment of  tuberculous  gonitis,  the  operation  should,  as  a  rule,  be 
performed  that:  i,  as  far  as  possible  all  diseased  tissue  be  removed 
thoroughly  and  lastingly,  and,  2,  a  good  ankylosis  in  a  desirable  posi- 
tion be  made  so  that  the  limb  n.ay  be  a  desirable  support  to  the 
body. 

In  the  removal  of  the  diseased  soft  parts  he  obtained  the  best  results 
from  his  arthrectomies  as  the  cases  healed  by  first  intention  without 
any  fistulae,  in  the  course  of  a  few  weeks.  If  the  capsular  disease  is 
extensive,  especially  back  towards  the  popliteal  space,  then  a  complete 
opening  of  the  joint  with  severing  of  the  lateral  ligaments, and  in  some 
cases  partial  removal  of  the  crucial  ligaments,  were  necessary.  As  to 
the  removal  of  all  the  diseased  tissue  the  two  operations  were  equal  in 
value,  if  in  arthrectomy  we  cut  through  the  lateral  ligaments  and  ren- 
der the  posterior  portion  of  the  capsule  accessible.  As  to  the  produc- 
tion of  ankylosis  in  a  desirable  position,  he  regards  this  as  a  weak  side 
in  the  operation  of  arthrectomy.  For  the  patient,  after  leaving  the  hos- 
pital with  the  limb  in  a  stiff  bandage,  notices  a  bending  widi  an  abra- 
sion of  the  skin  on  the  front  of  the  knee,  and  for  this  reason  children 
after  this  operation  have  to  be  bandaged  and  kept  continually  under 
surveillance. 

In  two  of  his  cases  operated  upon  in  1886  he  observed  a  peculiarity 
which  has  made  him  have  less  confidence  in  arthrectomy,  namely,  the 


TUBERCULOSIS  OF  THE  KNEE-JOINT.  211 

prolongation  of  the  extremity  operated  on  mentioned  before.  The 
long  and  stiff  extremity  is  a  continual  annoyance  to  the  patient.  A 
simple  elevation  ot  the  pelvis  on  the  affected  side  does  not  smooth  out 
the  matter,  but  causes  the  bending  and  valgus  position  of  the  piece, 
seen  in  such  patients,  to  become  worse.  This  prolongation  is  due  to 
the  congestion  and  increased  development  of  the  blood-vessels  in  the 
epiphysis  as  a  consequence  of  removing  the  capsule  so  near  the  epi- 
physis. 

Prof.  Petersen,  of  Kiel,  is  cited  as  having  communicated  a  similar 
case,  but  in  his  case  the  lengthening  lessened  and  in  the  course  of  a 
few  years  the  limbs  were  entirely  equal,  and  indeed  some  shortening 
followed.  Hence  the  writer  has  abandoned  arthrectomy  in  children 
for  resection;  he  never  has  tried  the  operation  in  adults.  When  he 
does  not  advise  arthrectomy  he  means  only  total  arthrectomy,  which 
requires  a  complete  opening  of  the  joint.  Partial  extirpation  of  the 
capsule  might  be  tried  in  some  cases,  in  the  begmning  of  the  disease. 
Shortening  does  not  occur  to  any  great  extent  after  resection;  he  thinks 
the  dangers  of  this  are  much  exaggerated,  for  he  has  seen  an  osseous 
union  take  place  even  in  quite  young  children.  When  shortening  does 
take  place  he  considers  it  due  to  an  improper  adaptation  or  union  of 
the  surfaces,  so  that  an  osseous  union  does  not  form  by  first  intention 
or  to  an  improper  treatment  of  the  wound.  After  inter-epiphyseal  re- 
section the  resected  extremity  keeps  good  pace,  as  a  rule,  with  the  de- 
velopment of  the  other.  For  the  last  ten  years  he  has  several  times 
resected  by  this  method,  and  has  seen  the  resected  limb  grow  and 
leave  nothing  desired  in  its  functions.  A  slight  evidence  of  shortening 
is  present,  as  a  rule,  but  this  is  a  necessity  for  the  free  and  easy  use  of 
the  rigid  limb,  and  if  quite  noticeable  it  may  be  removed  by  a  thick 
sole. 

If  in  resection  it  is  necessary  to  go  above  both  epiphyses,  then  quite 
a  shortening  is  to  be  expected,  but  the  limb  cannot  be  purchased  at  a 
less  cost  and  such  an  extremity  is  to  be  preferred  to  a  thigh  amputa- 
tion stump.  But  such  a  resection  is  very  seldom  required.  In  gen- 
eral a  couple  of  discs  sawed  off,  without,  tiowever,  nearing  the  epi- 
physeal line,  are  sufficient;  then  from  here  one  may  dig  and  chisel  out 
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the  diseased  tissue,  thus  getting  the  same  results  as  in  arthrectomy. 
If  one  condyle  be  more  diseased  than  the  other,  then  it  may  be  cut  off 
obliquely  and  the  other  sawed  off  in  the  opposite  direction  to  cor- 
respond. 

Finally  he  advises  in  the  tuberculous  gonitis  of  children  the  employ- 
ment of  resection  in  preference  to  arthrectomy  and  its  performance  as 
follows:  After  careful  cleansing  and  the  application  of  Esmarch's  band- 
age to  the  thigh:  i,  a  transverse  incision  over  or  through  the  patella 
and  complete  opening  of  the  joint;  2,  horizontal  epiphyseal  sawing  of 
the  condyles,  removal  of  all  the  diseased  tissue  possible  with  the 
chisel;  3,  total  extirpation  of  the  capsule  and  all  the  soft  tissues  dis- 
eased; 4,  ligation  with  catgut  of  all  the  larger  and  smaller   vessels; 

5,  careful  co-aptation  of  the  osseous  surfaces,  they  to  be  held  in  posi- 
tion by  means  of  two  long  nickled  steel  wires,  introduced  from  one 
condyle  and  passed  obliquely  down  and  over  to  the  opposite  tibial 
tuberosity;  the  other  in  the  other  direction  from  the  opposite  condyle; 

6,  a  short  drainage  tube  into  each  corner  of  the  wound;  the  outer 
wound  being  united  by  means  of  the  continuous  catgut  suture;  7,  the 
wound  then  is  to  be  covered  with  glass-wool,  upon  which  a  sublimate- 
wool  pad  is  to  be  applied  with  compression;  8,  Esmarch's  bandage  is 
then  loosened;  9,  ihe  thigh  and  dressing  are  then  wrapped  in  cotton 
and  two  concave  lateral  splints  of  pasteboard  are  applied  and  then  a 
posterior  Gooch's  splint  and  an  anterior  suspension  splint,  which  is 
also  applied  with  a  stiff  bandage.  The  limb  is  kept  elevated  from  12 
to  24  hours,  and  then  is  lowered  according  to  the  desire  of  the  patient. 
After  a  month  the  bandage  is  changed,  the  sutures  and  drainage-tubes 
removed,  and  a  nev  stiff  bandage  applied,  after  which  the  patient  may 
get  up  and  about  on  crutches.  The  stiff  bandage  is  kept  on  the  first 
half-year,  after  which  it  may  be  changed  once  or  twice. 

4.  The  writer,  from  a  series  of  observations  made  in  the  'Kongelige 
Fredericks  Hospital,"  with  regard  to  the  question  whether  iodoform- 
gauze  tamponade  has  any  influence  upon  the  course  of  arthroitis  tuber- 
culosa after  operation,  concluded  that  it  only  influenced  recur- 
rence and  the  frequency  and  intensity  of  secondary  infection  in  so  far 
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as  it  induces  healing  by  first  intention  in  many  cases,  and  especially  in 
those  where  the  wound  is  extensive. 

The  number  of  days  that  the  patients  were  under  treatment  was 
also  very  much  reduced,  especially  in  those  where  the  wound  healed 
by  suppuration.  Finally  he  concludes  that  this  method  gives  better 
results  than  the  treatment  generally  used. 

F.  H.  Pritchard. 
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OPERATIVE    SURGERY. 


I.  A  New  Method  of  Performing  Gastrostomy.  By  Prof. 
Eugene  Hahn  (Berlin).  In  June,  18S7,  Hahn  first  performed  gas- 
trostomy through  the  eighth  intercostal  space.  Since  that  time  he  has 
performed  8  operations  by  this  method  in  all,  and  comparing  this  with 
7  cases  operated  upon  previously  by  Fenger's  method,  expresses  him- 
self as  being  decidedly  in  favor  of  the  former.  His  method  is  as  fol- 
lows: An  incision  is  made  parallel  with  the  lower  edge  of  the  last  lower 
rib,  and  the  abdominal  cavity  opened.  A  second  incision  is  made  in 
the  8th  intercostal  space,  close  to  the  juncture  of  the  8th  and  gth  in- 
tercostal cartilages,  through  skin  and  muscular  tissues,  in  a  direction 
obliquely  from  above  downward  and  outward.  '1  he  parietal  perito- 
neum at  this  point  is  punctured  by  a  pair  of  curved  dressing  forceps, 
or  incised;  this  is  enlarged  by  spreading  the  forceps.  The  thumb  and 
index  finger  of  the  left  hand  are  introduced  into  the  first-made  abdom- 
inal wound,  and  the  stomach  sought  for  at  a  point  corresponding  as 
neaily  as  possible  to  the  fundus.  This  is  grasped  by  the  dressing  for- 
ceps and  drawTi  through  the  8th  intercostal  space,  until  the  stomach 
wall  overlies  the  surrounding  integument  for  the  space  of  i  ctm.  Af- 
ter covering  the  wound  made  first  with  antiseptic  gauze,  the  stomach, 
in  case  the  opening  is  to  be  made  at  a  subsequent  sitting, 
is  sutured  by  means  of  its  serous  covering  only  to  the  edges  of 
the  wound.  In  case  it  is  to  be  opened  at  once,  the  serous,  muscular 
and  mucous  coats  are  together  attached  to  the  opening  in  the  inter- 
costal space.  The  abdominal  wound  is  then  sutured.  After  numer- 
ous trials  upon  the  cadaver,  Hahn  found  that  there  was  no  danger  of 
wounding  the  diaphragm  if  care  was  taken  to  always  select  the  space 
between  the  cartilages  of  the  8th  and  9th  ribs,  inasmuch  as  the  former 
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has  its  attachment  to  the  cartilages  of  the  yth  rib,  toward  the  median 
Hne,  acting  in  such  a  manner  as  to  leave  the  8th  intercostal  space  un- 
covered and  free  for  operation. 

The  advantages  claimed  for  the  operation  are  as  follows: 

1.  A  small  and  contracted  stomach  can,  with  greater  ease,  be 
drawn  forward  and  attached  at  this  point. 

2.  The  attachment  seems  to  be  more  reliable  than  when  made  to 
the  edges  of  the  abdominal  wound.  The  contents  of  the  stomach,  on 
account  of  the  better  closure  of  the  opening,  do  not  come  into  contact 
with  the  w^ound  to  the  same  extent  as  in  the  older  methods. 

3.  The  feeding  of  the  patient  can  be  better  accomplished;  the  clos- 
ure ot  the  space  by  the  approximation  of  the  ribs  acts  as  a  pinch-cock, 
thus  preventing  fluids  from  finding  their  way  out  alongside  of  the  feed- 
ing tube. 

4.  No  obturator  or  other  means  of  closing  the  opening,  later  on,  is 
necessary.  A  gradual  dilatation  of  the  fistula,  owing  to  the  resistance 
offered  by  the  cartilages  of  the  ribs,  cannot  occur, —  Centbl.f.  Chirg., 
No.  IT,  1890. 

G.  R.  Fowler  (Brooklyn). 

NERVOUS  AND  VASCULAR  SYSTEMS. 

I.  Case  of  Wound  of  Femoral  Vein  Beneath  Poupart's 
Ligament;  Double  Ligature  of  Vein  Only;  Recovery  With 
Useful  Limb.  By  Dr.  R.  P.  Cox  (Philadelphia).  A  male,  set.  22 
years,  sustained  a  penetrating  wound  of  the  groin  by  the  forcible 
thrust  of  a  sharp  piece  of  wood.  Primary  bleeding  but  slight.  After 
entering  hospital  wound  was  enlarged  and  explored  by  Dr.  W.  W. 
Keen.  The  disturbance  of  the  clot  that  filled  the  wound  provoked  a 
copious  haemorrhage.  Further  search  showed  the  femoral  vein  to  have 
been  pierced  through  both  its  anterior  and  posterior  walls,  just  at  the 
level  of  Poupart's  ligament.  A  ligature  was  applied  both  above  and 
below  the  wounds  and  the  vein  severed  between  them.  A  number  of 
small  vessels  also  were  severed  by  ligatures.  Limb  elevated  and 
wrapped  in  cotton  wool.  Marked  cyanosis  followed  immediately  upon 
the  operation,  and  considerable  subsequent  oedema.      At  the  end   of 
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48  hours  the  cyanosis  had  nearly  disappeared,  with  slight  lessening  of 
oedema.  Nine  days  later  the  oedema  was  greatly  diminished,  and  the 
limb  was  lowered  to  the  horizontal.  Patient  discharged  at  end  of  six 
weeks,  with  some  stiffness  of  limb,  and  tendency  to  swell  upon  pro- 
longed standing  or  walking.  Seven  months  later  all  oedema  and  stiff- 
ness had  disappeaied,  and  no  inconvenience  whatever  remained  as  a 
result  of  the  injury. —  Weekly  Medical  Review,  June  21,  1890. 

II.  Suppurating  Lymphadenitis  of  the  Groin,  Simulating 
Inguinal  Hernia.  By  F.  Saltzmann.  A  workman,  set.  42  years, 
presented  a  small  tumor  of  the  right  groin,  which,  as  it  was  gradually 
increasing  in  size,  and  accompanied  by  disturbances  of  digestion, 
pointed  to  an  inguinal  hernia,  and  an  operation  seemed  indicated.  For 
four  years  the  patient  had  observed  in  the  right  inguinal  region 
growth,  gradually  mcreasing  in  size;  this  could  easily  be  pressed  in. 
Every  attempt  at  reposition  was  in  vain;  toward  the  last  it  became 
painful,  and  during  the  last  four  days  there  was  obstipation  but  no 
vomiting.  The  operation  revealed  a  hernia-like  cavity,  filled  with  a 
large  mass  of  detritus.  The  spermatic  cord  lay  to  the  outer  side  of 
the  sac,  which  thickened  walls  were  continued  up  through  the  inguinal 
canal  to  the  upper  and  posterior  portion  of  the  pelvis,  where  it  was  in 
communication  with  a  large  retro-peritoneally  situated  cavity,  which, 
also,  was  filled  with  the  same  substance  as  the  cavity  in  the  inguinal 
canal.  Microscopic  examination  of  the  wall  of  this  cavity  showed  it 
to  be  made  up  of  alveolar  tissue,  completely  resembling  lymphatic 
gland  tissue.  An  increase  in  size  of  the  spleen  could  also  be  diag- 
nosed.— Finska  lakarsallsk.  hafidling,  Bd.  30,  p.  374. 

F.  H.  Pritchard  (Boston). 

HEAD  AND    NECK. 

I.  Aphasia  Due  to  Cerebral  Abscess  Cured  by  Trepana- 
tion. By  Drs.  A.  Sanger  and  C.  Lick  (Hamburg).  This  case  is  in- 
teresting from  the  fact  that  there  was  a  sensory  acoustic  aphasia  pres- 
ent. So  far  there  are  only  two  cured  cases  of  cerebral  abscess  in  which 
aphasic  disturbances  were   noticed;  they  are    those   of    Horsley   and 
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Schede.  The  present  case,  a  man,  aet.  52  years,  merchant,  entered  the 
hospital  on  August  2,  1889,  and  presented  the  appearance  of  a  person 
suffering  from  some  psychical  trouble.  He  could  give  no  distinct  his- 
tory, muttered  a  few  words,  but  by  his  signs  showed  that  he  was  suf- 
fering from  severe  pain  in  the  region  ot  the  left  ear.  This  ear  was 
much  swollen,  and  the  external  auditory  canal  was  almost  closed,  ex- 
cept for  a  small  slit,  through  which  a  little  thin,  purulent,  and  foul- 
smelling  secretion  escaped. 

On  admission  there  was  no  fever;  the  pulse  was  slow,  regular  and 
strong.  The  abdomen  was  sunken  m  and  there  was  constipation. 
With  the  exception  of  a  certain  amount  of  unconsciousness  there  was 
no  other  noticeable  disturbance,  especially  none  of  the  nervous  sys- 
tem. The  patient  remained  four  days  in  the  hospital  without  the 
symptoms  increasing;  on  the  contrary,  there  was  some  improvement, 
inasmuch  as  the  swelling  of  the  left  ear  diminished  so  much  that  the 
drum  could  be  seen;  it  was  bluish,  and  somewhat  prominent.  There 
was  still  some  secretion,  and  a  deep  seated  oedema  in  front  of  the  ear. 
The  patient  was  feverless,  but  the  pulse  varied  between  48  and  56; 
constipation  was  marked.  The  unconsciousness  was  less,  but  the 
general  appearance  much  worse;  in  fact,  everything  pointed  to  a  focal 
disease  in  the  brain.  The  patient  was  quiet  and  silent,  but  when  ex- 
cited he  spoke  a  great  deal  and  very  rapidly,  using  the  wrong  words, 
and  often  these  were  incomprehensible,  and  sounded  as  it  uttered  in  a 
foreign  tongue;  he  also  gave  the  impression  of  being  deaf;  on  the  right 
side  he  heard  the  watch  at  h  meter  distance,  and  on  the  left  only  on 
contact.  He  could  not  apply  the  right  names  to  objects;  instead,  he 
gave  a  roundabout  description. 

Examination  of  the  eyes,  on  August  6,  showed  choked  discs.  On 
the  same  day  a  righted-sided  facial  paralysis  set  in. 

The  history  obtained  from  his  wife  was  as  follows:  For  the  past  four 
years  he  had  had  a  discharge  from  the  left  ear  and  heard  badly  on  that 
side.  For  the  past  two  weeks  he  had  complained  of  pain  in  the  left 
ear,  headache  and  loss  of  appetite.  Had  always  been  healthy  and  was 
not  a  drinker.  The  diagnosis  was  made  of  cerebral  abscess  on  left 
side,  due  to  otitis  media  and  caries  of  temporal  bone. 
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August  8,  1889,  Dr.  Lick  operated;  he  made  a  curved  incision  over 
left  ear,  the  base  of  the  flap  being  downward.  Skin,  temporal  muscle 
and  periosteum  loosened  from  mastoid  process  to  base  of  zygomatic 
process.  The  bone  was  trephined  by  means  of  a  chisel,  and  found  to 
be  of  normal  thickness;  a  piece  5x6  ctms.  removed. 

The  dura  was  tense  and  did  not  pulsate.  At  the  base  of  the  mas- 
toid )  rocess  the  diploe  was  found  infiltrated  with  pus,  and  as  much  of 
the  bone  removed  as  was  found  infiltrated.  The  tip  of  the  mastoid 
was  normal.  On  the  petrous  portion  of  the  temporal  bone,  just  above 
the  tympanum,  was  a  rough  spot  covered  with  thick  pus.  This  spot 
was  scraped  with  a  sharp  spoon.  The  tense  dura  was  incised  at  a  point 
corresponding  to  the  first  temporal  convolution.  The  pia  mater  was 
intact;  the  convolutions  w  ere  flattened.  Puncture  of  ttie  first  tem- 
poral convolution  at  its  posterior  third  gave  pus.  An  incision  was  then 
made  and  about  a  tablespoonful  of  thick  matter  escaped.  A  drainage 
tube  was  put  in  the  cavity  of  the  abscess,  and  the  holes  in  the  petrous 
and  mastoid  portion  of  the  temporal  bone  were  packed  with  iodoform 
gauze,  and  the  wound  partially  closed  by  sutures. 

August  9.  Next  day  no  change  in  condition  of  patient;  he  de- 
scribes a  fork  as  "that  with  which  one  eats;"  a  glass  of  milk  as  "to 
drink." 

August  10.  General  condition  better;  calls  a  watch  a  watch,  and  a 
knife  "one  can  cut  off." 

August  II.  No  vomiting  since  operation;  no  fever;  pulse  72.  Pa- 
tient looks  better,  and  the  aphasic  disturbances  are  beginning  to  dis- 
appear.    Dressing  changed. 

August  12.      Wound  looks  very  well. 

August  15.  Choked  discs  have  disappeared.  A  small  hernia  cere- 
bri exists. 

August  27.  The  hernia  cerebri  is  less;  no  secretion;  no  feVer;  has 
been  out  of  bed  a  few  days;  has  still  difficulty  in  remembering  name 
of  objects, 

September  14.  Hernia  cerebri  on  level  with  wound;  patient  can  add 
figures,  but  can  not  multiply  or  divide. 

September  18.     Wound  freshened  and  closed  by  sutures. 
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October  3.  At  place  where  the  bone  was  removed  the  brain  is  seen 
to  pulsate,  and  a  leather  cap  is  applied  so  as  to  protect  the  part.  Gen- 
eral condition  good,  understands  well,  but  still  has  some  trouble  in 
naming  objects.  Perfectly  deaf  in  left  ear.  Discharged  cured. 

December  15.  Patient  seen  again;  feels  perfectly  well  and  attends 
to  business;  complains  that  his  memory  is  not  as  good  as  before  he 
was  taken  sick,  and  that  figuring  is  still  difficult.  He  answers  the 
most  complicated  questions  quickly  and  perfectly;  no  more  aphasia 
observed. — Deutsche  Med.  Woch  ,  No.   10,  1890. 

F.  C.  Hussox  (New  York). 

II.  Sarcoma  of  the  Sheath  of  the  Optic  Nerve.  By  F. 
Saltzmann  a  tumor,  the  size  of  a  fist,  projected  from  left  orbit,  cov- 
ered by  the  greatly  distended  eyelids  and  completely  including  the 
globe  of  the  eye,  with  the  exception  of  the  partially  degenerated  cor- 
nea. The  tumor  was  extirpated,  and  on  microscopic  examination  it 
was  found  to  consist  of  a  small  celled  sarcoma,  originating  from  the 
outer  sheath  of  the  optic  nerve.  The  tumor  had  made  its  appearance 
at  the  inner  canthus,  after  a  trauma  of  the  globe  some  twenty  years  be- 
fore, and  gradually  extended  from  there.  Ophthalmoscopic  examina- 
tion of  the  diseased  eye  showed  only  a  red  reflection  from  the  fundus. 
— Finska  lakaresallsk.  handl .,  Bd.  30,  p.  490. 

III,  Two  Cases  of  Haematoma  Auris.  By  Dr.  E.  Schmie- 
GELOW  (Copenhagen).  In  the  ''Third  Report  of  the  Clinic  for  Ear, 
Nose  and  Throat  Disease"  in  the  "Kommune  Hospital"  of  Copenha- 
gen, the  writer  mentions  two  cases  of  haematoma  auris. 

Case  I.  Vilhelm  L.,  jet.  15  years  (Dec.  21,  1887),  has  noticed  for 
two  days  a  swelling  of  the  concha;  cause  unknown.  The  sweUing  in- 
creased in  size  with  a  feeHng  of  tenseness.  The  general  condition  un- 
influenced. On  the  concha,  anteriorly  and  posteriorly,  a  swelling,  the 
size  of  a  hazelnut,  is  noticed,  covered  by  skin,  somewhat  injected,  not 
sensitive,  and  tensely  fluctuating.  On  incision  a  quantity  of  dark  blood 
and  coagula  were  evacuated.  Tamponade  with  iodoform  gauze  and  a 
compression  bandage. 
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January  3,  1888.  Some  thickening  of  the  cartilage,  otherwise  the 
ear  has  its  usual  form;  the  wound  healed;  discharged. 

Case  II.  Niels  P.,  aet.  34  years  (March  9,  1888).  Fourteen  days 
ago  the  patient  received  an  injury  of  the  right  ear  while  carrying  a  pig's 
carcass  upon  his  shoulder.  The  blow  was  slight  The  next  day  a  small 
swelling  appeared  on  the  surface  of  the  concha,  which  gradually  in- 
creased in  size.  Objecctively  the  ear  was  greatly  increased  in  size  by 
a  tensely  elastic  tumor  which  included  the  entire  ear  and  masking  its 
outline.  Great  sensitiveness  to  pressure.  The  length  of  the  swelling 
from  above  downwards  was  6  ctm.,  its  breadth  3:^  cm.,  and  thickness 
scarcely  3  ctm.  Incision  evacuated  a  quantity  of  dark  and  uncoagu- 
lated  blood  mixed  with  coagula.  The  patient  was  then  sent  to  the 
hospital. 

In  the  first  case  the  condition  in  question  was  that  of  a  spontaneous 
othsematoma  in  an  apparently  healthy  individual,  which  exclusive  ap- 
pearance among  the  insane  has  long  since  been  proved.  In  the  other 
case,  on  the  contrary,  the  tumor  was  traumatic,  although  it  appearing 
on  the  day  after  the  injury.  Clinically,  it  is  of  interest  to  note 
that  one  could  not  say,  in  the  first  case,  until  an  incision  had  been 
made,  whether  one  had  to  deal  with  an  othaematoma  or  a  serous  cyst 
(cf  the  second  case  of  "The  Second  Report  of  the  Clinic,"  etc. — Hos- 
pitals-Tidende,  1887,  p.  516,  where  two  cases  of  serous  cysts  were  re- 
ported). 

In  the  first  case  the  incision  healed,  leaving  a  disfiguration  of 
the  auricle;  the  further  fate  of  the  second  cyst  is  unknown,  as  he  was 
lost  sight  of. — Hospitals  Tidende,  No.  28,  1889. 

Albert   Pick   (Boston). 

IV.  Case  of  Sabre- Wound  of  the  Skull  and  Brain.  By 
Dr.  Ivan  I.  Ostroumoff  (Arkhangelsk,  Russia).  The  author  narrates 
a  noteworthy  case  of  an  adult  male  prisoner  who,  during  a  riot  in  the 
town  prison,  received  two  severe  injuries  inflicted  with  a  cavalry  sword, 
one  of  them  being  an  extensive  flap  wound  involving  the  left  cheek, 
lower  moiety  of  the  left  auricle,  and  corresponding  side  of  the  neck; 
the  other  a  penetrating  wound  of  the  skull,  measuring  over   11   centi- 
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metres  and  occupying  the  left  frontal  region.  It  was  situated  slightly 
to  the  left  from  the  frontal  tubes,  commencing  a  finger's  breadth  above 
the  eyebrow  and  opening  sagittally  to  end  in  the  hairy  area  of  the 
scalp.  After  removal  of  the  blood-clots  filling  up  the  very  widely  gap- 
ing defect,  a  considerable  portion  of  the  cerebral  hemisphere  bulged 
out,  exposing  the  presence  of  a  deep  cut  wound  of  the  brain  with 
everted  edges.  The  hernia  was  at  once  reduced  with  the  fingers  (un- 
der a  jet  of  a  3%  carbolic  acid  solution),  the  parts  freely  powdered 
with  iodoform,  and  the  cutaneous  wound  closed  with  silk  sutures  (with- 
out any  drainage).  In  the  same  way  the  buccal  and  cervical  lesions 
were  treated,  after  which  the  wounds  were  dressed  with  iodoform  gauze 
and  hygroscopic  cotton-wool.  The  aftercourse  scarcely  left  anything  to 
be  desired;  all  the  cuts(includingthat  of  the  auricle)  speedily  healed  per 
primani  under  4  dressings  without  any  fever,  the  sutures  being  re- 
moved on  the  6th  and  9th  day;  on  the  loth  day  the  patient  got  up. 
For  several  months,  on  palpation  of  the  right  edge  of  the  cranial  de- 
fect, there  could  be  felt  "a  peculiar  crackling  sound  resembling  that  of 
a  tree  swinging  to  and  fro  from  wind"  and  depending,  probably,  upon 
the  presence  of  some  fissures  in  che  bone.  Later  on,  the  phenomenon 
totally  disappeared.  On  examination  about  a  twelvemonth  after  the 
accident,  the  cranial  defect  was  found  to  have  considerably  decreased. 
No  morbid  symptoms  whatever,  beyond  some  temporary  initial  an- 
aemia, were  observed  at  any  stage  of  the  case. — Proceedings  of  the 
Arkhangelsk  Medical  Society  for  j88g,  vol.  ii,  1890 

V.  Fatal  Haemorrhage  from  the  Internal  Carotid  in  Can- 
cer. By  Dr.  Arkady  P.  Levitzky  (Moscow,  Russia).  An  anaemic 
and  emaciated  woman,  aet.  47  years,  was  admitted  to  Professor  N.  V. 
Sklifosovsky's  clinic  on  account  of  an  extensive  malignant  disease  of 
the  right  cheek  and  corresponding  halves  of  the  lower  jaw  and  tongue, 
with  enlargement  of  the  submaxillary  lymphatic  glands.  Prof.  Sklifo- 
sovsky  excised  the  affected  parts,  including  the  glands,  which  proved 
to  be  firmly  adherent  to  the  external  carotid;  hence,  the  latter  was  tied 
and  divided.  The  wound  was  closed  with  sutures  and  supplied  with 
drainage.     The  healing  process  went  on  more  or  less  satisfactorily  until 
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the  6ist  day,  when,  during  an  attack  of  cough,  haemorrhage  from  the 
mouth  suddenly  appeared.  It  was  controlled,  but  soon  recurred  in  a 
still  more  alarming  degree,  and,  in  spite  of  all  measures,  terminated 
fatally  on  the  next  day.  On  the  post-mortem  examination  the  internal 
carotid  was  found  perforated,  the  rent  admitting  a  fine  probe.  The 
common  carotid  at  the  site  of  its  bifurcation  was  surrounded  with  a 
dense  cancerous  wall.  A  microscopical  examination  showed  that  in 
the  vicinity  of  the  perforation  the  muscular  coat  of  the  vessel  had  to- 
tally disappeared,  its  place  being  occupied  by  a  fine  round-cellular  in- 
filtration. No  characteristic  cancerous  elements  could  be  detected  in 
the  vascular  wall.  According  to  the  author's  theory,  the  vessel  was 
affected  with  an  inflammatory  pr(>cess  caused  by  the  immigration  of 
the  round  cells,  these  "vanguards  of  cancer." — Letopis  Khirurgitches- 
kaho  Obshtchestva  V Moskve,  No.  2,  1890,  p.  89. 

VI.  Massage  in  Parotitis  and  Mastitis.  By  Dr.  Vladimir 
I.  Zemblinoff  (Usman,  Russia).  The  author  emphatically  recom- 
mends an  early  local  massage  as  an  excellent  means  for  cutting  short 
parotitis  and  mastitis  and  preventing  the  formation  of  abscesses.  In 
the  case  of  parotitis,  the  patient  should  be  directed  to  open  his  mouth 
as  widely  as  practicable,  after  which  the  operator  pushes  the  cheek 
aside  by  means  of  a  spatula  until  the  orifice  of  the  stenonian  duct  has 
fully  come  to  view,  and  with  his  other  hand  commences  to  make  at 
first  gentle,  subsequently  ever  firmer,  strokings  along  the  duct  from 
the  gland  toward  the  orifice,  gradually  increasing  the  range  of  the 
manipulations  and  ultimately  kneading  the  parotis  itself. 

In  mastitis;  the  author  grasps  the  affected  mamma  with  his  left  hand, 
and  with  his  right  fingers  makes  in  the  beginning  light  kneading  of  the 
nipple  and  subsequently  gentle  "milking"  manipulations.  On  the  ap 
pearance  of  milk  and  pus,  he  proceeds  to  make  strokings  along  the 
whole  course  of  the  glandular  ducts  from  their  beginning  towards  the 
nipple,  and  ultimately  passes  to  more  or  less  energetic  kneadings  of 
the  diseased  lobule  itself,  pressing  out  its  contents  towards  its  duct 
(which  "may  be  usually  fairly  distinctly  made  out  in  the  shape  of  a 
tender  cord").     The  sittings  should  be  made    more  or  less  prolonged 
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nd,  if  necessary,  repeated  daily.  The  manipulations — especially  the 
first  ones — are  rather  painful,  but  they  may  be  made  painless  by  a  lo 
cal  application  of  a  cocaine  solution.  The  patients,  however,  readily 
give  consent  to  repetition  of  the  seances,  since  glandular  pain  and  ten- 
sion are  strikingly  relieved  by  the  manipulations  from  the  very  begin- 
ning. The  quantity  of  inflammatory  products  pres'ied  out  from  an  af- 
fected parotid  or  mamma  in  such  way  is  said  to  be  often  enormous. 
The  author  adduces  5  cases  of  parotitis  and  8  of  mastitis,  treated  after 
the  method.  In  all  recent  cases  a  rapid  and  complete  resolution  en- 
sued (and  that  sometimes  after  a  single  seance).  In  some  more  or 
less  neglected  cases,  all  acute  symptoms  speedily  subsided  and  the 
inflammatory  process  markedly  decreased,  but  still  an  incision  be- 
came ultimately  necessary  to  complete  a  cure. —  Vratch,  Nos.  3  and  7, 
1890,  pp.  60  and  64. 

Valerius  Idelson  (Berne). 

VII,  Socin's  Zinc-Paste  Dressing  after  the  Operation  for 
Hare-Lip.  By  Dr.  W.  vonNoorden  (Tubingen).  Neither  of  the  vari- 
ous salve-plaster  and  collodion  dressings  has  proven  satisfactory 
for  this  purpose,  especially  as  regards  antisepsis.  In  the  re- 
port of  the  Basle  hospital  for  1883,  Socin  recommended  a  zinc-paste 
dressing  as  far  superior  to  all  others  in  antiseptic  and  mechanical  ef- 
fect as  well  as  in  simplicity  and  convenience.  This  paste  is  made  of 
50  parts  zinc  oxide,  50  parts  water,  and  5  to  6  parts  zinc  chloride.  It 
has  the  quality  of  very  rapidly  drying  to  a  firm  crust  in  the  air.  The 
paste  should  be  freshly  prepared,  and  then  forms  an  air-tight,  firaily 
adherent  covering.  After  completion  of  the  operation  the  suture-line 
and  vicinity  is  again  disinfected  and  carefully  dried.  Then  the  paste 
is  laid  on  with  brush  or  spatula  over  the  whole  extent  of  the  upper  lip, 
interspersed  with  one  or  more  extremely  thin  la)ers  of  cotton  for  sup- 
port. If  the  wound  extends  into  the  nostril,  the  paste  should  also  ex- 
tend into  the  nasal  opening,  but  without  blocking  it.  The  nasal  se- 
cretions run  over  the  paste  without  softening  it.  Thus  the  wound  is 
protected  from  foreign  matters.  The  paste  is  not  in  the  slightest  de- 
gree irritating,  never  any  eczema.     In   4  to    6    days    the   dressing   is 
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changed  for  removal  of  sutures.  With  some  care  it  can  be  slowly 
clipped  off  without  injury  to  the  wound,  or  may  have  already  loosened 
itself.  A  fresh  paste  dressing  is  applied  and  allowed  to  remain  until  it 
crumbles  up.  In  lo  cases  within  a  year  a  primary  union  was  secured, 
without  any  notable  suppuration  about  the  stitches  or  other  disadvant 
age.  Further,  he  uses  the  same  plan  in  small  sutured  wounds  about 
the  face  and  head,  and  repeatedly  also  after  herniotomies,  extirpation 
of  labial  cancer  and  goitre,  and  even  laparotomy,  both  with  and  with- 
out drainage. — Brtins'  Beitrage  z.  klin.  Chirg  ,  1889,  Bd.  iv.,  Hi.ft 
2. 

VIII.  On  the  Treatment  of  Granulation-Stenosis  of  the 
Trachea  following  Tracheotomy.  By  Dr. T.  Kostlin  (Tubingen). 
Voltolini's  sponge-method  of  removr.l  per  os  after  permanently  remov- 
ing the  tracheal  cannula  is  here  advocated.  This  plan  was  first  ap- 
plied by  Bruns  after  successful  trial  of  it  in  multiple  papilloma  of  the 
larynx  in  children.  In  both  forms  there  is  a  great  tendency  to  recur- 
rence. Its  great  advantage  is  its  applicability  in  all  cases  and  the  fact 
that  it  permits  the  immediate  withdrawal  of  the  cannula.  These  gran- 
ulation-stenoses are  caused  by  connective-tissue  neoplasms  of  various 
forms  and  sizes,  that  grow  into  the  lumen  of  the  trachea  and  so  form 
an  impediment  to  the  air-current.  They  are  most  frequently  situated 
at  the  upper  inner  angle  of  the  tracheal  wound.  They  may  develop 
very  early,  even  by  the  fifth  day  after  the  operation.  As  a  rule,  the 
respiratory  disturbances  appear  immediately  on  attempting  to  remove 
the  tube,  or  the-e  may  develop  gradually  with  the  closure  of  the  fistu- 
la. Sudden  death  Irom  suffocation  may  occur.  In  other  cases  the 
dangerous  symptoms  begin  long  after  removal  of  the  cannula  and  clos- 
ure of  the  fistula;  suffocative  attacks  increase,  especially  during  sleep, 
and  the  child  succumbs  unless  suitably  relieved. 

Two  questions  arise,  one  as  to  the  cause  of  the  granulations,  the 
other  as  to  treatment,  prophylactic  and  curative.  His  case  bearing  on 
this  was  that  of  a  girl,  a?t.  5  years,  with  diphtheria.  Tracheotomy, 
Dec.  26,  1886,  through  the  upper  two  tracheal  rings.  Trouble  in 
breathing  appeared  on  removal  of  the  tube,  so  this  was  not  finally  re- 
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moved  until  Jan.  14.  For  a  few  days  all  went  well,  when  nocturnal 
suffocative  svmptoms  developed.  Laryngological  examination  Jan.  29 
showed  a  pale  reddish  growth  on  the  anterior  wall  and  more  than  half 
filling  the  tracheal  lumen.  Reopening  of  trachea  that  night.  Removal 
of  the  granulations  next  day  with  sponge.  Relapse.  As  this  did  no 
improve,  a  month  later  "the  granulations  were  removed  witn  Voltolini's 
laryngeal  sponge.  A  small  sponge  was  fastened  to  the  front  end  of  a 
strong  laryngeal  sound.  Then  under  guidance  of  the  left  index  the 
sound  was  pushed  through  the  glottis  with  slight  pressure  and  passed 
far  down  the  trachea.  Here  it  was  moved  energetically  up  and  down 
a  few  times,  so  that  the  tracheal  wound  was  wiped  by  the  sponge  and 
thus  the  granulations  torn  off.  The  child  was  under  slight  narcosis 
meanwhile.  The  cannula  that  had  been  removed  for  the  application 
was  immediately  re-introduced.  Laryngological  examination  the  next 
day  showed  the  trachea  quite  free  from  granulations."  Three  subse- 
quent relapses  were  treated  in  the  same  way.  By  July  16  it  was  pos- 
sible to  let  the  wound  heal  up,  but  there  was  another  relapse  towards 
the  middle  of  August.  This  was  sponged  out  without  narcosis,  and  the 
child  remained  well. 

As  to  the  cause  of  these  granulations  he  cites  various  theories  and 
numerous  cases  to  show  that  no  one  theory  has  general  application. 
It  is  commonly  recognized  that  these  growths  are  nothing  else  than 
proud  Hesh,  and  it  follows  that  like  this  they  are  more  apt  to  occur  in 
wounds  subject  to  irritation,  especially  by  foreign  bodies.  On  this 
line  he  finds  their  most  satisfactory  interpretation.  Prophylaxis  de- 
mands avoidance  of  cricotomy,  of  a  too  long  incision,  of  too  long  re- 
tention of  the  cannula  and  of  the  speaking  Cannula. 

Bocker  (1887)  cured  3  cases  by  intra  laryngeal  use  of  a  fenestrated 
catheter,  but  in  another  case  could  not  sufficiently  control  the  child. 
This  method  is  largely  a  matter  of  luck  unless  guided  by  the  laryngo- 
scope. The  sponge-method  does  away  with  this  and  is  also  advanta- 
geous to  avoid  long  retention  of  the  tube  from  fear  of  the  frequent  re- 
lapses.—^r««j-'  Beitrage  z.  klm.  Chirg.,  1889,  Bd.  iv.,  Heft  2. 

William  Browning  (Brooklyn). 
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IX.  Cases  of  Erysipelas  of  the  Pharynx.  By  K.  G.  Sen- 
NANDER  (Upsala).  The  writer  (in  a  small  pamphlet)  describes  firstly 
two  cases  observed  by  him  in  the  surgical  clinic  of  Upsala,  the  clinical 
course  of  which  rendered  the  diagnosis  beyond  a  doubt.  Two  stu- 
dents of  medicine  who  were  serving  in  the  clinic,  fell  sick,  one  soon  af- 
ter the  other;  they  had  been  in  the  surgical  as  well  as  in  the  inner 
clinic,  where  several  cases  of  erj'sipelas  had  been  under  treatment. 
The  disease  commenced  with  rigors  and  intense  reddening  of  the  mu- 
cous membrane  of  the  pharynx,  wdth  sore  throat  and  difficulty  in  swal- 
lowing. There  were  disturbance  of  the  general  condition,  continuous 
high  and  remitting  fever,  swelling  of  the  glands  at  the  angle  of  the 
lower  jaw,  and  then  violent  pain  in  the  ear  with  following  perforation 
of  the  tympanic  membrane,  when  some  bloody  pus  was  evacuated. 
This  perforation  was  followed  by  an  erythema  of  the  integuments  of 
the  external  meatus;  from  there  a  characteristic  erysipelas  passed  over 
onto  the  corresponding  part  of  the  face,  where  the  vesicles  developed 
on  the  forehead  up  to  the  boundary  formed  by  the  hair.  The  aural 
disturbances,  as  roaring  in  the  ears,  difficulty  in  hearing,  and  perfora- 
tion of  the  membrane,  disappeared  under  the  proper  treatment 

In  addition  to  these  two  observations  the  writer  communicates  sev- 
eral cases  of  pharyngeal  erysipelas  whic'i  were  treated  at  the  sam.e 
time  in  the  inner  clinic  of  Prof.  Henschen.  In  one  case  the  extension 
ot  the  disease  over  the  neck  rendered  tracheotomy  necessary;  another 
one,  compHcated  with  pleuritis  and  peritonitis,  ended  fatally,  while  in 
a  third  case  an  otitis  media  developed. 

X.  On  Tracheotomy  Complicated  with  Calcification  of 
the  Trachea.  By  Dr.  Nicaise.  The  rings  of  the  trachea  present, 
with  advancing  age,  troubles  of  nutrition,  and  especially  calcous  de- 
generation which,  however,  is  not  ossification.  This  calcification  may 
be  induced  by  the  presence  of  laryngeal  cancer,  or  by  chronic  affections, 
especially  inflammations  of  that  organ  and  the  trachea.  Calcification 
of  the  trachea  constitutes  a  slight  complication  in  tracheotomy.  If 
one  does  not  succeed,  and  the  bistoury  slips,  then  one  may  excise  the 
trachea  transversely.       When  one   finds  such  a  case  then  the  bistoury 
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point  should  be  introduced  between  two  rings,  the  rings  coming  to- 
gether during  calm  respiration.  Then  the  point  of  a  pair  of  scissors 
may  be  introduced  and  the  trachea  slit  up  longitudinally.  The  canula 
should  not  be  very  large,  but  of  the  caliber  of  the  trachea  when  the 
rings  are  in  contact.  Two  cases  were  reported  which  were  operated  on 
thus — Revue  de  Larnygologie  d"*  Otologie  et  de  Rhinologie,  April, 
1890. 

XI.  On  the  Comparative  Value  of  Tracheotomy  and  In- 
ter-Crico-Thyroidian    Laryngotomy.       By    Dr.    J.    Charazac 

(Toulouse).  The  writer  concludes  as  follows: 

1.  In  all  acute  affections  of  the  larynx,  when  a  consecutive  stenosis 
is  not  to  be  feared,  one  may  perform  laryngotomy. 

2.  In  contractions  of  the  larynx  dilatation  is  easier  after  trache- 
otomy. 

3.  In  primitive  extrinsic  cancer  of  the  larynx  it  is  more  prudent  to 
perform  tracheotomy;  laryngotomy  may  be  done  in  extrinsic,  and  es- 
pecially in  secondary,  cancer. 

4.  In  tuberculosis  one  may,  according  to  the  case  and  extent  of  the 
laryngeal  lesion,  perform  the  one  or  the  other  of  the  two  operations. 
— Revue  de  Laryngologie  d' Otologic  et  Rhinologie^  April  1  and  15, 
1890. 

XII.  Carcinoma  of  the  Larynx.  By  Dr.  E.  Schmeigelow 
(Copenhagen).  The  patient,  a  male,  set.  49  years,  had  suffered  from 
attacks  of  acute  laryngitis  and  hoarseness  in  a  varying  degree  for  about 
two  years.  In  November,  1887,  a  physician  attempted  to  remove  a 
pharyngeal  polypus.  This  was  followed  by  a  stenotic  attack  which 
necessitated  tracheotomy.  A  polyp  ot  the  size  of  a  bean  arising  by  a 
broad  base  from  the  left  vocal  cord's  uppermost  surface  was  noticed; 
the  cord  was  completely  immovable.  On  Nov.  23  laryngo  fissure  was 
performed,  when  the  tumor  was  found  to  extend  down  below  the  free 
surface  of  the  vocal  cord.  The  tumor  was  removed.  Microscopic 
examination  revealed  it  to  be   a  fibro-adenoma.     The  tumor  recurred 
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very  soon  and  the  patient  died  of  marasmus  and  carcinoma  of  the  lar- 
ynx in  1 888. — Hospitah  T.dende,  No.  33,  1889. 

XIII.  Three  Cases  of  Ligature  of  the  Thyroid  Artery, 
according  to  Drobnik,  in  Goitre.     By  Dr.  Matlakowski. 

1.  A  girl,  ffit.  20  years,  who  had  suffered  some  four  years.  She 
had  dyspnoea  on  exfrtion;  circumference  of  the  neck,  4  cm.  Ligature 
of  all  the  four  arteries  was  performed.  The  wound  healed,  undis- 
turbed by  any  event,  after  18  days.  The  circumference  of  the  neck 
had  decreased  2  cm.;  the  dyspncea  seemed  to  be  somewhat  less.  A 
year  after  the  operation  the  patient  was  well;  the  circumference  ot  the 
neck  at  this  time  was  unknown,  however. 

2.  A  girl,  aet.  17  years;  for  3  months  the  thyroid  gland  had  rapidly 
increased  in  size,  accompanied  by  difficulty  in  breathing.  The  circum- 
ference of  the  neck  was  30  cm.  Operation  as  in  the  first  case.  The 
wound  healed  after  10  days;  the  further  history  of  the  case  ii  un- 
known. 

3.  A  girl,  set.  20  years;  for  2  years  growth  of  the  thyroid  gland,  in 
spite  of  injections  of  iodine.  Some  dyspnoea  when  lying  upon  the 
back.  Circumference  of  the  neck,  38  cm.  The  goitre  pulsated 
strongly.  Ligature  as  in  the  first  case;  the  wound  healed  in  10  days. 
No  change  in  the  gland  was  noticeable. 

The  writer  comes  to  the  conclusion  that  Drobnik's  method  is  more 
easily  performed  and  serves  better  the  purpose  than  all  others,  and 
that  the  fear  of  necrosis  of  the  gland  after  unilateral  ligation  of  the 
carotid  is  unjustified. — Gaz.  lekarska,  1889,  No.  18. 

F.  H.  Pritchard  (Boston). 

ABDOMEN- 

I.  Pneumo-Peritonitis.  By  Dr.  Studsgoard  (Copenhagen). 
On  Dec.  8,  1888,  Sterdsgoard  performed  a  total  hysterectomy  on  ac- 
count of  long  lasting  prolapse  of  the  uterus;  the  procedure  was  the 
operation  of  Richelot.  The  forceps  were  removed  thirty-six  hours  af- 
ter the  operation;  the  tamponade  was  made  with  iodoform  gauze  up  to 
December    11,  when  it  was  discontinued.     In    order   to    cleanse    the 
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vagina  the  woman  was  placed  sometimes  in  the  dorsal  and  sometimes 
in  the  lateral  position.  All  went  along  well  until  December  24,  when 
symptoms  of  incarceration  of  a  small  crural  hernia,  the  presence  of 
which  was  remarked  before  the  operation,  made  their  appearance  and 
the  presence  of  free  air  in  the  abdominal  cavity  was  made  out.  The 
diagnosis  of  pneumo-peritonitis  was  made  and  the  hernial  sac  opened, 
when  a  large  quantity  of  odorless  air  escaped  from  the  abdominal 
cavity.  January  6,  all  the  air  had  been  absorbed  and  percussion  gave 
a  normal  sound;  January  12,  the  woman  entirely  cured,  left  the  hospi- 
tal.— Hospitals- 7 idejide,  1889,  No.  22. 

F.  H.  Pritchard  (Boston). 

II.     Operation  for  Ventral  Hernia  of  Subperitoneal  Fat. 

By  Johnson  Smith  (Greenwich,  England).  A  healthy  seaman,  aet.  42 
years,  had  been  troubled  for  seven  years  with  a  small  soft  swelling  be- 
low the  sternum  and  complained  of  pain  at  that  point,  especially  after 
walking;  pains  also  radiated  over  the  front  of  the  chest.  He  suffered 
greatly  from  dyspepsia,  occasionally  vomiting  after  a  full  meal.  The 
tumor  lay  in  the  middle  line  of  the  anterior  abdominal  wall  just  two 
inches  above  the  umbilicus  and  was  soft  and  compressible,  irregularly 
shaped  and  two  inches  and  a  quarter  in  diameter,  stretching  a  little 
more  to  the  right  than  to  the  left.  There  was  weakness  of  the  abdomi- 
nal wall  for  some  distance  about  this  swelling.  Pressure  of  a  bandage 
or  plaster  on  the  tumor  caused  much  uneasiness.  Under  chloroform, 
a  vertical  incision,  three  inches  long  was  made  over  the  tumor,  at  once 
exposing  a  circumscribed  mass  of  lobulated  fat;  which  resembled 
omentum  but  was  nut  covered  by  a  sac  or  any  membranous  invest- 
ment at  all  resembling  peritoneum.  This  mass  of  fat  was  continuous 
by  means  of  a  small  pedicle  with  subperitoneal  fat,  the  pedicle  passing 
through  a  small  orifice  of  the  size  of  a  No.  12  catheter.  After  a  silk 
ligature  had  been  applied  to  the  pedicle,  the  opening  in  the  linea  alba 
was  enlarged  and  the  little  finger  passed  through,  moving  in  all  direc- 
tions freely  between  the  muscles  of  the  abdominal  wall  and  the  peri- 
toneum. The  pedicle  having  been  returned  into  this  space,  the  edges 
of  the  enlarged  opening  in  the  linea  alba  were  stitched  together,  and 
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the  wound  dressed  antiseptically.  Complete  healing  ensued,  the  pa- 
tient being  discharged  cured  four  weeks  later. — London  Lancet,  May 
10,  1890. 

Ill,  Case  of  Spontaneous  Rupture  Externally  01  the  Sac 
of  an  Umbilical  Hernia.  By  Henry  Pilkington,  M.R.C  S. 
(Ormskirk,  England).  A  farmer's  widow,  aet.  years,  who  had  always 
enjoyed  good  health  was  suddenly  taken  ill.  On  ihe  arrival  of  Dr. 
Pilkington,  she  was  found  lying  on  her  right  side  in  great  pain.  She 
had  just  ceased  vomiting  and  presented  marked  symptoms  of  collapse. 
On  examination  of  the  abdomen,  an  immense  tumor  was  found,  two 
feet  and  two  and  a  half  inches  in  circumference,  formed  by  an  umbili- 
cal hernia,  with  irregular  pouches  in  three  places,  each  pouch  as  large 
as  a  hen's  egg.  The  mass  was  resonant  on  percussion  everywhere 
and  the  skin  over  it  very  tense  and  extremely  thin.  At  the  umbilicus 
itself  protruded  through  a  rent  in  the  skin,  a  large  knuckle  of  intestine, 
very  distended  and  more  than  eight  inches  long  on  the  convex  border. 
The  rent  was  so  small  that  the  bowel  was  quite  strangulated,  and  pre- 
sented a  purple  or  almost  black  color,  consequent  on  its  four  hours  of 
strangulation,  ^\''ithout  other  professional  assistance,  the  operator  en- 
larged the  constricting  wound  sufficiently  to  permit  the  return  of  the 
gut.  The  skin  was  so  very  thin  that  it  was  not  proper  to  use  the  ordi- 
nary interrupted  suture  and  a  quill  suture  was  substituted  for  it.  Suita- 
ble quills  not  being  attainable,  substitutes  for  them  were  made  out  of 
white  pine  wood,  each  piece  foui  inches  in  length  and  as  tliick  as  an 
ordinary  lead  pencil.  The  peritoneum  having  been  carefully  adjusted, 
the  stitches  were  inserted  not  quite  a  half  an  inch  from  the  wound  five 
being  required  to  close  it.  Iodoform  was  sprmkled  freely  about  the 
wound  and  the  large  hernia  supported  upon  a  pillow.  The  patient 
ralHed  well  and  no  peritonitis  followed  the  accident  or  operation.  The 
wound  healed  slowly  but  satisfactorily  and  three  weeks  later, only  a  small 
and  rapidly  heaUng  sore  was  left.  It  is  worthy  of  note  that  the  hernia 
had  existed  for  seventeen  years  without  any  other  person  being  aware 
of  its  presence;  and  that  in  spite  of  four  hours  exposure  of  the  intestine 
to  the  cold  of  a  midwinter  day  and  the  friction  of  the  patient's  clothes, 
no  peritonitis  resulted. — Lancet^  May  10,  1890. 
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IV.  Abdominal  Section  for  Acute  Intestinal  Obstruction. 
By  Jordan  Lloyd,  F.R.C.S.  (Birmingham,  Eng.)  The  author  details 
eight  cases  and  suggests  in  conclusion:  (i)  In  acute  intestinal  ob- 
struction our  attention  should  be  primarily  directed  to  the  strangula- 
tion of  the  walls  of  the  bowel  rather  than  to  the  stoppage  of  the  faecal 
current.  When  strangulation  exists  immediate  operation  is  demanded. 
(2)  The  ordinary  text-book  distinctions  between  obstruction  in  the 
large  and  small  bowel  are  not  always  to  be  depended  upon.  (3)  In 
all  obstructions  above  the  rectum  calling  for  operation  median  abdomi- 
nal incision  is  the  proper  primary  procedure.  (4)  When  the  abdomen 
is  opened  the  examination  of  its  contents  should  be  systematic  and 
expeditious,  the  hand  being  introduced  into  the  peritoneal  cavity,  if 
necessary,  and  if  the  obstruction  is  not  quickly  discovered,  the  most 
distended  coil  should  be  fixed  to  the  skin  and  opened  at  once.  If  the 
large  intestine  is  the  part  involved,  the  caacum  or  sigmoid  should  be 
brought  through  a  special  opening  made  in  either  groin.  (5)  With 
proper  precaution  a  few  feet  of  bowel  may  be  withdrawn  from  the  peri- 
taneal  cavity;  and  returned  without  difficulty  and  without  serious  risk. 
(6)  Rapidity  of  procedure  with  a  minimum  of  disturbance  are  the 
essentials  of  operative  success.  (7)  The  number  of  lives  saved  by 
abdominal  section  will  increase  as  earlier  and  more  accurate  diagnosis 
comes  to  be  mvidt.— London  Lancet,  April  19.  1890. 

James   E.  Pilcher   (U.  S.  Army). 

V.  Five    Cases  of  Gunshot   ^Al^ound   of  the  Abdominal 
Viscera  Treated  by  Abdominal  Section.  Two  Recoveries. 

By  Dr.  A.  C.  Bernays  (St.  Louis).  Case  I.  Female,  set.  9  years. 
Pistol  charge  of  three  turkey  shot,  caliber  18;  wound  of  entrance  three 
inches  below  umbilicus,  and  three  and  one-half  inches  to  the  right  of 
the  median  line.  Laparotomy  one  hour  after  the  accident  through 
site  of  wound;  three  perforations  found  in  the  beginning  of  the  ascend- 
ing colon;  two  of  the  shot  were  arrested  in  a  hard  mass  of  fsecal  matter 
in  the  colon,  the  third  perforated  the  posterior  wall  and  lodged  in  the 
mesocolon,  causing  a  haematoma  between  the  layers  of  the  mesocolon. 
Some  faecal  particles  had   escaped  through  the    holes  in    the  anterior 


232  INDEX  OF  SURGICAL  PROGRESS. 

wall  of  the  colon.  The  holes  were  closed  by  Lembert  sutures.  Peri- 
toneum cleaned  and  the  external  wound  closed.  Death  from  peri- 
tonitis on  the  sixth  day. 

Case  II.  Male,  aet.  12  years.  Pistol  shot,  caliber  22.  Bullet  en- 
tered back,  two  and  one-half  inches  to  the  left  of  the  spinous  process 
of  the  second  lumbar  vertebra.  Laparotomy  fifteen  hours  after  the 
accident.  Incision  from  umbilicus  to  pubis;  eventration  of  small  in- 
testines; one  and  one-half  pints  of  blood  removed  from  cavity  of  pel- 
vis, which  came  from  a  wounded  lumbar  vein;  six  perforations  in  the 
ilium  were  found;  two  of  these  were  already  so  firmly  plugged  with 
plastic  lymph  as  to  need  no  treatment;  the  four  remaining  were  su- 
tured. A  shred  of  cloth  and  the  bullet  were  found  in  the  omentum. 
Recovery  complicated  by  two  attacks  of  obstruction  of  the  bowels, 
which  were  overcome  by  copious  enemata  and  massage,  under  narco- 
sis.    Ultimate  complete  recovery. 

Case  III.  Male,  set.  38  years;  41  caliber  pistol.  Wound  of  en- 
trance two  and  one  half  inches  above  the  umbilicus,  about  two  inches 
to  the  left  of  the  median  hne.  Laparotomy  four  hours  after  accident. 
Incision  from  sternum  to  one  and  a  half  inches  below  umbilicus.  A 
ragged  hole  in  the  anterior  wall  of  the  stomach  came  into  view,  in 
which  was  hanging  a  piece  of  the  waistband  of  the  patient's  drawers. 
Some  of  the  contents  of  the  stomach,  with  fluid,  had  escaped.  Hole 
closed  by  suture.  No  perforation  of  the  posterior  wall  of  the  stomach, 
ball  having  passed  through  the  pylorus  and  made  an  exit  through  the 
duodenum  two  inches  below  pylorus;  this  wound  also  sutured.  Eight- 
een inches  further  along  the  gut  a  third  large,  irregular,  ragged  per- 
foration was  found,  which  was  also  sutured.  No  other  holes  found. 
Abdomen  closed.  Subsequent  uneventful  history.  Complete  re- 
covery. 

Case  IV.  Male,  set.  25  years;  32  caliber  revolver.  Wound  of  en- 
trance two  inches  below  and  about  one  inch  to  the  left  of  the  umbili- 
cus. The  ball  ranging  upward  passed  through  the  diaphragm,  entered 
the  thorax,  and  finally  lodged  under  the  cuticle  in  the  seventh  intercos 
tal  space  in  the  axillary  line.  Laparotomy  three  hours  after  accident. 
Incision  from  wound  of  entrance  to  umbilicus  and  thence  upward  to 
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sternum.  Wound  of  right  gastro-epiploic  artery  detected  and  ligated. 
Anterior  wall  of  stomach  perforated  in  three  places;  some  of  the  es- 
caped contents  of  the  stomach  found  free  in  the  peritoneal  cavity. 
Perforations  sutured.  A  wound  of  the  liver  was  identified;  it  was 
plugged  with  a  large  clot  and  was  not  interfered  with.  Considerable 
blood  was  removed  from  beneath  the  liver.  Abdomen  closed  with  two 
large  drainage  tubes  in  position.  Nourished  by  rectal  enemata  for  first 
week.  Drains  removed  on  fourth  day.  Troublesome  cough  for  a  time 
beginning  on  the  fifth  day,  causing  gaping  of  superficial  portion  of 
operation  wound.  Steady  improvement  and  ultimate  complete  re- 
covery, 

Case  V.  Male,  £et.  22  years;  32  caliber  revolver.  Wound  of  en- 
trance two  inches  above  umbilicus,  and  one  inch  to  the  right  of  the 
median  line.  Laparotomy  seventeen  hours  after  accident.  Incision  in 
median  line  from  umbilicus  to  sternum.  Perforations  in  both  walls  of 
the  stomach  found  and  sutured.  The  head  of  the  pancreas  was  grazed 
by  the  ball  which  was  then  lost  in  the  post-peritoneal  tissues.  An 
enormous  blood  extravasation  infiltrated  the  tissues  behind  the  peri- 
toneum of  the  posterior  abdominal  wall.  No  interference  with  this  at- 
tempted. Peritoneal  cavity  flushed  with  warm  water.  Wound  closed. 
Peritonitis.  Death  at  end  of  thirty-six  hours.  Autopsy  revealed  a 
perforation  of  the  duodenum  which  had  been  overlooked.  The  right 
renal  vein  had  been  lacerated  and  had  been  the  source  of  the  post- 
peritoneal  haemorrhage. — St.  Louis  Medical  and  Surgical  Journal., 
June,  1890. 
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A  New  Theory  of  Chloroform  Syncope.  By  Robert  Kirk,  M.D., 
i2nio.  pp.  58.  Glasgow,  John  Tomlinson,  1890.  J.  H.  Chambers, 
St.  Louis,  Mo. 

One  begins  to  read  this  little  book  with  high  hopes  of  getting  some 
practical  suggestions  on  a  subject  of  the  greatest  importance.  For  the 
author  tells  us  that  the  administration  of  chloroform  can  be  made  five 
times  as  safe  as  that  of  ether.  And  he  seems  to  indicate  that  a  person 
under  the  proper  influence  of  chloroform  is  somewhat  less  liable  to 
death  than  one  in  good  health  at  his  business.  He  says  that  it  is 
necessary  to  give  plenty  of  chloroform  in  order  to  make  it  absolutely 
safe.  And  he  adds  to  this,  that  the  danger  does  not  consist  in  keeping 
up  the  administration  of  chloroform,  but  from  stopping  it.  In  any 
case  then  it  is  important  for  the  administrator  to  keep  right  on  giving 
the  chloroform,  and  then  the  patient  will  be  perfectly  safe.  But  if 
the  chloroform  vapor  is  at  any  moment  withheld,  death  may  follow  in 
about  one  minute,  and  it  then  amounts  to  this:  A  patient  is  all  right 
while  he  is  going  under  the  influence  of  chloroform;  but  if  you  stop  the 
inhalation  of  the  vapor  for  any  reason,  he  may  die.  Easy  is  the  way  to 
Avernus — but  to  get  out  again  is  just  what  we  have  all  thought  to  be 
difficult  all  along;  and  really,  if  the  theory  of  this  book  be  true,  death 
from  chloroform  ought  to  happen  at  the  end,  instead  of  at  the  begin- 
ning, of  anaesthesia.  There  comes  a  wound  or  a  broken  bone  and  then 
a  "whiff"  of  chloroform,  and  ere  the  man  sleeps,  his  life  is  over  and 
he  is  dead. 

Ah!  obdurate  ignorance  of  the  relations  of  the  internal  and  external 
lorces  of  the  pulmonary  membrane,  why  did  you  not  give  another  dose 
and  keep  the  man  alive?  For  you  should  know  that  "the  effect  will  be 
in  precise  proportion  to  the  intensity  with  which  the  force  was  acting, 
and  to  the  suddenness  with  which  it  is  withdrawn!  And  so  we 
may  add,  if  this  precept  be  true,  let  the  surgeon  give  most  explicit  and 
imperative  directions  for  the  administrator  to  restore  his  patient  to 
consciousness  in  the  most  gradual  manner,  tor  it  must  be  a  grave  and 
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fatal  error  to  stop  the  inhalation  of  chloroform  vapor  suddenly  at  the 
close  of  an  operation.  The  conditions  must  be  the  same  at  the  close 
of  an  operation  as  at  the  beginning,  in  so  far  as  the  toxic  effects  of  the 
vapor  of  chloroform  are  concerned,  on  the  basis  of  the  theory  enun- 
ciated in  this  book.  The  author  says:  "all  the  various  degrees  of  syn- 
cope" *  *  *  "are  produced,  not  by  the  absorption  of  chloroform, 
but  by  the  ehmination  of  the  vapor  from  the  lungs  at  an  early  stage, 
and  a  reversal  of  the  process  that  ought  to  have  gone  on!  That  is,  the 
chloroform  vapor  ouyht  to  have  been  continued,  and  then  there  would 
have  been  no  reaction  and  no  danger.  For  safety  consists  in  giving 
plenty  of  chloroform,  if  anybody  knows  what  that  is  in  any  given 
case. 

After  the  accumulated  experience  of  years  has  been  so  completely 
swept  away  by  the  pen  of  the  new'  theory,  one  may  indeed  hesitate  to 
record  his  observations  touching  so  grave  a  subject  as  anaesthesia. 
Yet  we  may  be  rash  enough  to  give  some  of  our  impressions  such  as 
they  are:  In  the  earlier  years  of  my  professional  work,  I  used  only 
chloroform  for  ansethesia.  And  in  ray  college  clinics  I  continued  its 
use  a  number  of  years.  And  while  I  never  had  a  fatal  case,  it  quite 
often  happened  that  I  was  obliged  to  stop  in  the  midst  of  an  operation, 
and  make  artificial  respiration,  in  order  to  bring  my  patient  out  of  what 
appeared  to  be  fatal  syncope.  This  happened  quite  often,  and  the 
syncope  as  a  rule  did  not  occur  at  the  beginning  of  anaesthesia,  but 
at  some  time  later  during  the  operation,  and  more  frequently  in  a  case 
that  required  a  serious  operation,  and  sometimes  the  final  steps  of  the 
operation  had  to  be  finished  with  great  haste,  and  at  times  I 
have  taken  away  the  chloroform  altogether,  and  then  completed  the 
operation.  It  was  my  practice  to  put  the  patient  rapidly  under  the 
influence  of  chloroform  for  the  most  part.  In  the  case  of  a  feeble 
patient  I  generally  gave  direction  to  proceed  with  care  and  caution. 
As  time  went  on  I  appreciated  more  and  more  the  dangers  and  perils 
of  chloroform.  The  oft  recurring  artifical  respiration  in  the  patient 
who  had  lost  his  pulse  and  who  had  ceased  to  breathe  led  me  to 
abandon  chloroform  and  take  to  the  use  of  ether  as  an  anaesthetic.  I 
became  profoundly  impressed  with  the  fact  that  chloroform  is  a  drug 
of  immense  power,  and  that  death  followed  sometimes  from  its  use, 
simply  because  it  produced  fatal  intoxication,  when  given  in  over-dose. 
And  it  never  occured  to  me  to  suggest  the  propriety  of  giving  more 
chloroform  to  remedy  an  over-dose  already  given  I  would  as  soon 
give  opium  to  bring  a  person  out  of  opium  sleep,  as  I  would  chloroform 
to  prevent  chloroform-syncope.     The  simple  fact  is    that   chloroform 
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kills  some  patients,  no  matter  how  expert  the  administrator.  And  this 
is  a  fact  that  has  been  demonstrated  over  and  over  again.  And  when 
chloroform  kills  it  makes  short  work  of  it.  It  acts  on  the  nervous  sys- 
tem, producing  insensibility,  unconsciousness  and  maybe  death.  It 
interferes  with  sensation,  sense  and  voluntary  motion,  and  the  patient 
wakes  up  again,  and  when  it  acts  on  the  ganglionic  system,  to  a  suffi- 
cient extent,  there  is  an  end  of  life.  To  say  that  the  sudden  elimina- 
tion of  chloroform  from  the  system  tends  to  cause  syncope  is  the  same 
as  saying  that  the  removal  of  a  cause  will  augment  the  effect  that  is 
produced  by  that  cause. 

One  is  impressed  with  the  notion,  as  he  reads  on  in  this  little  book, 
that  the  author  has  been  deceived  into  making  a  special  plea  for  chloro- 
form; that  he  has  found  that  a  number  of  deaths  have  followed  its 
administration;  that  this  ought  not  to  be;  that  chloroform  is  perfectly 
safe;  that  no  one  ought  to  die  from  its  use;  that  if  death  followed  its 
use,  the  fault  lies  in  the  administration;  that  this  accident  must  be 
explained  as  follows:  That  less  vapor  given  would  not  cause  anaesthesia, 
and  so  the  conclusion  by  way  of  explanation  is  assumed  to  be  that  too 
little  chloroform  is  given  in  fatal  cases;  and  that  in  order  to  be  sure  of 
preventing  a  fatal  accident  we  have  only  to  give  plenty  of  chloroform, 
that  is  "failure  of  the  heart  after  the  chloroform  is  withdrawn  can  only 
be  certainly  prevented  by  making  the  anaesthesia  sufficently  deep  in  the 
first  instance."  The  following  sentences  are  worthy  of  production  here 
they  indicate  what  the  book  teaches;  "The  above  principles  point  to 
a  single  plain  rule  for  the  administration  of  chloroform.  This  is  to  keep 
up  a  continuous  atmosphere  of  vapor  until  deep  anaesthesia  is  induced, 
and  not  to  stop  short  of  this  point  for  any  reason  whatever,  and  no 
matter  what  the  operation." 

"So  far  from  there  being  any  danger  of  getting  an  unduly  concen- 
trated atmosphere  of  chloroform  in  our  climate,  the  difficulty  is  all  the 
other  way,  to  get  it  strong  enough." 

"The  interrupted  method  of  administration  must  forever  be  aban- 
doned; the  administrator  must  recognize  that  there  is  no  danger  in  the 
early  stages  but  in  going  backwards,  and  it  will  soon  be  found  that 
there  is  no  more  marvellous  instrument  of  precision,  certainty,  and 
safety  in  the  whole  range  of  materia  medica  than  chloroform." 

These  rules  of  practice  appear  to  be  imperative,  and  would  be 
admirable,  if  they  were  true:  but  they  prove  too  much.  And  we  can- 
not approve  of,  nor  can  we  recommend  them.  At  the  risk  of  seeming 
unappreciative  and  indifferent,  we  feel  it  our  duty  to  advise  surgeons 
not  to  follow  them.     In  good  faith,  we  believe,  after  much  experience, 
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that  chloroform  is  a  potential  agent,  and  ought  to  be   used    with   great 
caution,  as  well  as  with  much  skill. 

The  comparative  safety  of  chloroform  and  ether  may  not  take  up  our 
time.  A  discussion  of  this  point  would  open  up  a  wide  field  of 
inquiry,  and  would  occupy  more  space  than  is  at  our  disposal. 

J.  S.  Wight. 

Lectures  to  Practitioners.  The  Diseases  of  the  Kidney 
Amenable  TO  Surgical  Treatment.  By  D.wid  Newman,  M.D. 
1888.  8vo,  pp.  472  London:  Longman,  Green  &  Co.  St.  Louis: 
J.  H.  Chambers  &  Co. 

From  the  preface  we  learn  that:  "In  an  abbreviated  torm  the  con- 
tents of  this  volume  constituted  part  of  a  combined  course  of  post- 
graduate lectures  delivered  in  Glasgow  during  the  summer  of  1886." 
"Early  in  his  professional  career  the  author  devoted  considerable  at- 
tention to  the  study  of  the  functions  of  the  kidney  from  the  physiolog- 
ical, and  of  the  diseases  of  the  kidney  from  the  histological  and  medi- 
cal standpoints,  while  at  a  later  date  he  approached  the  subject  froiT/ 
the  surgical  side." 

The  writer  quotes  the  above  paragraph  from  the  author's  preface 
because  it  so  aptly  suggests  the  character  of  these  lectures.  They  are 
the  product  of  a  1  hysiologist.  a  pathologist  and  a  practical  surgeon, 
who  has  made  the  kidneys  his  specialty.  His  facilities  for  observa- 
tion, study  and  practical  work  have  been  unusual  His  book  is  a 
clinical  study  and  is  full  of  information  upon  the  subject  of  which  it 
treats.  Every  topic  is  dealt  with  in  the  same  careful  and  complete 
manner.  The  author  has  made  free  use  of  the  abundant  material, 
pathological  as  well  as  clinical,  at  his  disposal,  and  his  descriptions  of 
experiments  and  cases  are  so  admirable  and  so  well  arranged  that  his 
conclusions  are  irresistable. 

One  of  the  most  valuable  features  of  the  book  is  the  statistical 
tables,  showing  the  results  of  over  500  operations  upon  the  kidneys. 
These  are  grouped  according  to  the  conditions  for  the  relief  of  which 
they  were  undertaken  and  are  so  arranged  as  to  show  the  comparative 
results  obtained  byihe  various  procedures  adopted. 

Of  the  lectures,  which  are  six  in  number,  the  first,  76  pages,  is  de- 
voted to  malpositions  of  the  kidneys.  The  occasional  occurrence  of 
"floating,"  as  distinguished  from  "movable,"  kidney  is  at  first  clearly 
established  and  the  surgical  importance  of  the  anatomical  distinction 
pointed  out.     The  greater  portion  of  the  chapter,  however,  is  devoted 


238  RE  VIE  WS  OF  B  0  OKS. 

to  the  consideration  of  movable  kidney,  upon  which  subject  the  author 
published  a  valuable  monograph  in  1883,  of  which  this  article  may  be 
considered  a  second  edition. 

After  emphasizing  the  frequency  of  the  condition  and  the  fact  that  it 
is  so  often  overlooked,  there  follows  an  exhaustive  study  of  the  etiology 
and  symptomatology,  which  will  repay  the  careful  reader.  The  exact 
nature  of  his  observations  of  a  case  characterized  by  recurring  attacks 
of  hydronephrosis,  as  well  as  another  illustrating  the  symptoms  when 
there  is  obstruction  of  the  kidney  circulation,  due  to  a  twisted  pedicle, 
serve  to  prove  that  these  conditions  exist  and  will  enable  them  to  be 
recognized. 

The  importance  of  determining  the  exact  condition  of  each  kidney 
before  proceeding  to  operate  is  well  illustrated  in  the  form  of  these 
cases  in  which,  on  catheterizing  the  ureter,  both  kidnevs  were  found 
in  an  advanced  stage  of  degeneration,  the  movable  kidney  being  the 
better  of  the  two. 

In  the  measures  of  treatment,  the  author  is  a  strong  advocate  of 
nephrorraphy,  after  milder  measures  have  proved  unsuccessful  In  sup- 
port of.his  position,  he  compares  the  statistics  of 30  nephrectomies  with 
9  deaths  and  21  nephrorraphies  with  i  death,  not  due  to  the  operation. 
In  view  of  the  admirable  results  and  comparative  safety  of  the  latter 
operation,  as  shown  by  recent  reports,  no  one  will  be  likely  to  take 
issue  with  his  conclusion  that :  "Extirpation  is  only  permissible  when 
nephrorraphy  has  failed,  and  the  patient's  life  is  still  seriously  threat- 
ened, when  the  movable  is  diseased,  or  the  fixed  kidney  healthy  " 

The  General  Symptomatology  ot  the  Diseases  of  the  Kidney  Amen- 
able to  Surgical  Treatment  is  discussed  in  Lecture  II..  pages  77-102. 

Lecture  III,  pages  103-163,  treats  of  Diseases  Characterized  by  Ac- 
cumulations of  Non  Inflammatory  Fluids;  Hydronephrosis  Congenital 
and  Acquired  and  Cystic  Diseases  of  the  Kidney. 
Lecture  IV,  pages  165  577  deals  with  Diseases  Characterized  by  Sim- 
ple Inflammatory  Changes  with  Accumulation  of  Inflammatory  Prod- 
ucts; Suppurative  Diseases  of  the  Kidney. 

Of  Lecture  V,  pages  274-302  are  devoted  to  a  consideration  of  Tu- 
berculous Diseases,  and  pages  302  346  to  Injuries  of  the  Kidney  and 
Ureter. 

Pages  347-409,  of  Lecture  VI,  treat  of  Tumors  of  the  Kidney,  while 
the  remaining  pages,  409-457,  describe  the  various  operations  on  the 
kidney. 

A  "List  of  Cases  and  Specimen  Illustrations  of  Various  Morbid 
Conditions  and  Symptoms,  Arranged  as  They  Occur,"  precedes  the 
Index. 
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Throughout  the  book  the  author's  unusual  success  in  obtaining  sep- 
arate specimens  of  urine  for  examination,  from  each  kidney,  attracts 
attention  and  awakens  a  peculiar  interest  in  his  methods.  We  had 
hoped  to  find  that  he  had  devised  some  new  and  easy  plan  of  cathet- 
erizing  or  compressing  the  ureters,  but  in  this  we  are  disappointed. 
To  us.  the  chief  merit  of  his  operation  is  that  it  has  proved  so  suc- 
cessful in  the  hands  of  the  inventor.  We  doubt  if  many  others  will 
undertake  to  introduce  urethral  catheters  by  the  aid  of  his  speculum 
and  electriclight,  though  his  success  with  these  appliances,  introduced 
into  the  bladder  as  separate  instruments,  leads  us  to  hope  that  the  mod- 
ern cystoscope,  by  simplifying  the  operation,  may  make  it  more  easy 
of  execution. 

A  recent  illumination  of  the  interior  of  the  bladder  by  means  of 
a  small  electric  light,  introduced  through  a  supra-pubic  opening,  made 
for  the  purpose  of  reaching  an  enlarged  middle  lobe  of  the  prostate,  in 
which  the  orifices  of  the  ureters  were  plainly  visible,  has  led  the  writer 
to  consider  the  propriety,  in  suitable  cases,  of  opening  the  bladder  for 
the  purpose  of  inserting  catheters  into  the  ureters.  This' procedure  has 
the  additional  advantage  of  admitting  of  a  thorough  inspection  of 
the  interior  of  the  bladder,  which  would  be  especially  advantageous  in 
tuberculous  cases. 

This  book  will  be  especially  welcomed  by  Dr.  Newman's  co-workers 
in  the  field  of  renal  surgery.  Indeed,  it  is  difficult  to  conceive  how  the 
author  of  this  handsome  volume  could  have  presented  the  results  of 
his  studies,  experience  and  researches  so  as  to  be  of  greater  value  to 
the  student  of  this  attractive  field  of  modern  surgery. 

John  B.  Bogart. 

Die  Bluterkrankheit  in  ihren  Varianten.  By  Wilhelm  Koch. 
Deutsche  Chirurgie,  herausgegeben  von  Billroth  und  Luecke.  Leif- 
erung  12.  Stuttgart.  Ferd.  Enke.  1889  New  York,  G.  E. 
Stechert. 

Diseases  of  the  Blood  in  Their  Various  Aspects. 

It  is  certainly  striking  on  account  of  its  novelty  to  see  scorbutus, 
purpura  simplex,  peliosis  rheumatica,  purpura  hsemorrhagica,  erythema 
nodosum,  haemophilia,  umbilical  hsemorrhage,  blood-sweating  and  the 
acute  fatty  degeneration  of  the  new-born  connectively  treated  of  in  a 
surgical  work. 

In  fact  of  the  whole  of  the  227  pages  contained  in  the  book  scarcely 
20  are  devoted  to  haemophilia,  the  one  subject  among  all  those  named 
of  chief  interest  to  the  surgeon. 
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Yet  haemophilia,  we  are  told,  is  only  one  of  the  various  forms  of 
scurvy,  and  should  therefore  be  looked  upon  as  an  infectious  disease, 
with  the  same  propriety  as  scorbutus. 

The  author  has  devoted  much  time  and  study  to  the  elaboration  of 
his  theme.  He  has  made  various  expeditions  to  Russia  to  study 
scorbutus,  where  it  is  endemic  in  each  spring  and  summer,  and 
although  he  has  fulK  considered  all  the  literature  of  the  subject  (giv- 
ing 19  pages  in  fine  print  of  references),  he  has  endeavored  to  repre 
sent  the  subject  from  an  original  point  of  view,  based  on  his  own  clini- 
cal observations  and  on  the  reports  of  254  post-mortem  examinations 
ot  Lukin-Kronstadt. 

Much  of  the  work  presented  in  the  volume  is  open  to  the  criticism 
of  being  hypothetical  in  nature,  however  scientifically  sustained  the 
various  hypotheses  may  be. 

In  regard  to  the  various  headings  under  which  the  subject  is  treated 
of,  we  may  state  that  the  author  regards  the  passage  of  the  blood 
through  the  walls  of  the  intact  blood-vessels  as  the  principal  symptom 
of  scurvy;  and  according  to  whether  the  extravasated  blood  remains 
imprisoned  in  the  tissues  or  advances  to  the  superficies  of  the  skin,  of 
the  respiratory  or  of  the  digestive  tracts,  the  various  subdivisions  are 
found,  and  the  main  difference  between  haemophilia  and  scurvy  is 
established. 

HuETER  Lossen's  Grundriss  der  Chirurgie.  Bearbeitet  von  Prof. 
Dr.  Hermann  Lossen.  U.  Band.  Specieller  Theil.  Secliste 
Auflage.  Leipzig,  F.  C.  W.  Vogel.  1890.  New  York,  G. 
Stechert. 

Hueter-Lossen's  Principles  of  Surgery. 

The  second  part  of  this  well-known  surgery  is  now  before  us,  deal- 
ing with  regional  surgery,  in  contra-distinction  to  the  first  part  on 
general  surgery  quite  recently  noticed  in  this  journal.  This  part  com- 
prises three  large  volumes,  with  some  350  wood-cuts,  and  like  the  first 
part,  has  been  largely  re  written  and  brought  up  to  date,  although  the 
changes  are  not  so  apparent  as  in  the  first  part.  Its  many  friends  will 
heartily  welcome  this  new  edition. 

^^.   \V.  Yan  Arsdale. 


Corrigenda.— In  the  August  number,  on  page   130,  22d  line,  for 
"future"  xtz.d  further.     Page  133,  7th  line,  for  "emptying"  employing. 


THE     DRY     TREATMENT      FOR      OPEN     WOUNDS 
AND     ULCERS. 

By  henry  T.  BYFORD,  M.D, 
of   chicago, 

PROFESSOR  OF  GYN/ECOLOGY,  CHICAGO  POST  GRADUATE   MEDICAL   SCHOOL;  SURGEON 
TO  THE  woman's   HOSPITAL  OF    CHICAGO. 

THE  application  of  the  germ  theory  to  the  treatment  of 
open  wounds  should  not  stop  with  Listerism  or  antisep- 
sis. Asepsis  is  what  we  strive  for,  but  the  methods  most  in 
use  are  practically  but  little  more  that  antisepsis  or  germ  poi- 
soning. 

The  following  experiments  were  undertaken  for  the  purpose 
of  finding  a  method  of  cure  for  open  wounds  that  would  oper- 
ate somewhat  in  the  same  manner  as  the  closure  and  healing 
of  incised  wounds  by  primary  union,  viz.,  without  sepsis  and 
without  suppuration.  I  had  been  disappointed  with  germi- 
cides, because  they  neither  prevented  suppuration  in  an  open 
wound,  nor  rapidly  checked  it.  I  therefore  discarded  them, 
and  strove  to  imitate  the  natural  method  of  healing  of  small 
superficial  wounds  when  left  alone,  viz.,  to  dry  the  wound  and 
keep  it  dry;  or,  failing  in  this,  to  drain  off  the  fluid  so  constant- 
ly that  the  same  fluid  would  not  remain  in  contact  with  the 
wounded  surface  for  the  development  of  germs  in  it.  Having 
accomplished  this  to  my  complete  satisfaction,  I  applied  the 
same  methods  to  suppurating  wounds,  and  was  equally  well 
satisfied. 

The  method  consists  in  applying  abundant  capillary  drain- 
age to  every  portion  of  the  wound,  even  the  minutest,  and 
changing  the  drainage  material  before  it  becomes  saturated  or 
clogged.  Thus  the  fluid  is  drained  from  the  surface  almost  as 
fast  as  formed,  and  any  germs  that  may  be  present  are  removed 
with  the  dressing  as  often  as  desirable.     At  each  dressing  the 
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surrounding    soiled    surfaces    are   cleansed,  the    wound    tissue 
dried  off  with  absorbent  material,  and  new  drainage  applied. 

Before  formulating  my  experience  I  will  record  a  few  of  the 
cases  which  served  as  experiments. 


Case  i.  Abdominal  Oophorectomy  for  Abscesses  of  Fallopian  Tube 
and  Ovary.  Mrs.  Sc  ,  St  Luke's  Hospital,  March,  iSgo.  On  account 
of  hsemorrhage  at  the  operation  I  tamponed  thn  jjclvis  with  iodoform 
gauze,  removing  the  last  in  ten  days.  There  was  left  an  open  wound 
in  the  cellular  tissue  of  the  abdominal  walls  one  inch  wide,  one  inch 
deep  and  one  and  a  half  inch  long,  extending  to  the  peritoneum.  The 
surfaces  of  this  wound  were  dried  off  with  sublimated  absorbent  cotton 
and  then  packed  with  the  same.  The  surrounding  cutaneous  surface 
was  washed  with  alcohol  and  plentifully  dusted  over  with  iodoform 
powder,  avoidmg  the  cotton  packing.  Over  this  was  laid  sublimated 
gauze  and  then  more  cotton.  Dressings  were  changed  every  6  hours 
for  the  first  2  days,  then  every  8,  then  every  12,  then  every  24  hours. 
Four  weeks  from  the  date  of  the  operation  she  went  home  with  the 
wound  healed,  and  without  having  had  any  suppuration  whatever,  nor 
any  temperature  except  a  shght  rise  immediately  following  the  opera- 
tion. 

Case  2.  Removal  0/  Suppurating  Kidney  by  Laparotomy.  Drain 
age  through  Loin  ty  Lodoform  Gauze.  Removal  of  Gauze  in  jo  Hoars. 
Mrs.  Wm.  S.,  Woman's  Hospital,  April  5,  1890.  A  gaping  wound 
was  left  in  the  subcutaneous  cellular  tissue  and  muscle  an  inch  long 
by  an  inch  deep  and  half  an  inch  wide.  This  was  packed  with  iodo- 
form gauze  three  times  daily  for  two  days,  then  twice  daily  with  p]ain 
absorbent  cotton,  later  once  daily.  After  it  was  almost  obliterated, 
viz.,  y.j  inch  long  by  ^^  inch  wide  and  '/»  inch  deep,  I  allowed  the 
cotton  packing,  as  an  experiment,  to  remain  for  2  and  3  days  at  a 
time.  Although  suppuration  did  not  supervene,  yet  the  wound  stopped 
contracting  until  I  returned  to  daily  dressings,  when  it  rapidly    healed. 

Case  3.  ATole  Removed  from  Temple.  April  18  (same  time  as  hyster- 
ectomy performed).  Mrs.  P. A, P.,  set.  4i  years.  Woman's  Hospital- 
After  the  stitches  were  removed  the  patient  infected  the  wound  by 
scratching,  so  that  a  scab  formed  with  pus  under  it.  Thus  a  suppur- 
ating wound  resulted  an  inch  long  and  ^.j  inch  wide.  This  was  wiped 
dry  and  dry  absorbent  cotton  applied  to  it  twice  a  day,  and,  after  two 
days,  once  a  day.  In  a  few  days  there  was  a  small  raw  surface  ■' j ^ 
inch  long  by  Y^  inch  wide,  smooth  and  red  without  inflammation,  sen- 
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sitiveness  or  suppuration.  It  was  healed  in  8  or  10  days.  I  do  not 
find  the  date  of  cure  recorded,  but  remember  the  case  well. 

Case  4.  Bed  Sore.  Mrs  P.A.P.,  get.  41  years;  Woman's  Hospital. 
Abdominal  hysterectomy,  April  18,  1890.  (See  case  3  ) 

A  bed  sore  2  by  2^-  inches  had  developed,  and,  when  I  examined  it 
May  10,  was  suppurating  and  looking  inflamed  about  the  edges.  I 
stopped  the  antiseptic  oil  dressings  that  had  been  used,  had  the  skin 
around  it  washed  off  with  alcohol,  the  suppurating  surface  (in  the 
midst  of  which  was  a  piece  of  black  necrosed  skin)  dried  off  with  plain 
absorbent  cotton,  and  then  packed  with  the  plain  cotton.  This  was 
done  twice  daily.  In  2  days  I  tore  off  the  necrosed  tissue  and  had  the 
wound  dressed  once  a  day.  In  5  days.  May  15,  it  was  but  little  over 
half  its  former  size,  and  discharged  so  Httle  that  it  was  hard  to  get  the 
cotton  off  at  each  dressing.     In  another  week  it  had  healed. 

Case  5.     Mrs.  Wm.  S..  Woman's  Hospital,  April,  1890. 

April  24,  19  days  after  a  laparotomy,  an  abscess  containing  half  a 
drachm  of  pus  discharged  from  the  abdominal  incision.  Size  of  cavity 
YsxYsX^^  inches.  In  this  case  I  used  plain  absorbent  cotton  to  wipe 
out  and  pack  the  cavity,  and  merely  wiped  off  the  surrounding  skin, 
not  using  alcohol,  iodoform,  nor  any  drug.  Absorbent  cotton  was 
laid  over  it.  Dressings  changed  4  times  daily  for  2  days,  then  3 
times.  April  27  a  piece  of  infected  catgut  was  pulled  up  from  the 
bottom  of  the  wound,  viz.:  a  part  of  that  with  which  the  peritoneum 
was  sewed.  May  i,  discharge  serous  in  character.  May  3,  i  dress- 
ing in  24  hours.  The  wound  kept  contracting  after  this  and  the  dis- 
charge remained  serous,  but  every  few  days  the  hospital  interne  would 
get  a  Httle  more  catgut  from  the  bottom.  The  wound  was  almost 
healed  when  the  patient  left  the  hospital,  two  weeks  after  the  opera- 
tion. 

I  learn  that  the  wound  did  not  heal  for  two  weeks  after  the  patient 
left,  and  suppose  that  infected  catgut  was  still  causing  irritation.  The 
fact  that  in  spite  of  infected  catgut  the  suppuration  was  so  rapidly 
checked  without  germicides,  and  the  wounded  surfaces  put  in  a  condi- 
tion for  healing  without  suppuration,  makes  the  case  worth  record- 
ing. 

Case  6.  Suppuration  after  Alexander'' s  Operation.  Mrs.  O  H.H., 
Woman's  Hospital.  Alexander's  operation  Jan.  14,  1890.  One  of 
the  wounds  suppurated.  The  nurse  allowed  a  pus  pocket  to  remain 
after  the  surface  was  healed,  so  that  the  patient  went  home  in  five 
weeks  with  a  pus  pocket  which  had  a  small  outlet.  After  trying  fre- 
quent antiseptic  douches  and  dressings  for  3  weeks  longer  I  laid  open 
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the  wound  under  anaesthesia.  Nevertheless  another  pus  pocket 
formed  and  the  same  condition  was  renewed.  I  then  laid  it  open  as 
well  as  I  could  by  one  quick  incision,  and  taught  the  husband  how  to 
use  the  dry  dressings.  In  about  two  days  he  became  discouraged  be- 
cause it  was  not  doing  well.  I  told  him  all  that  remained  then  was  to 
go  back  to  the  bichloride  or  carbolic  acid  dressings.  In  about  three 
weeks  he  called  upon  me  and  told  me  that  he  had  tried  the  antiseptics 
again,  and  as  it  was  almost  immediately  apparent  that  the  wound  was 
not  doing  as  well,  he  went  back  to  the  dry  dressing.  In  a  short  time 
a  cure  was  effected. 

I  have  applied  the  method,  and  am  constantly  applying  it  to 
all  forms  of  simple  wounds  in  which  the  absorbent  material 
can  be  made  to  reach  all  parts  of  the  wound,  and  in  which  I 
can  obtain  a  frequent  dressing  for  the  first  few  days,  or  until 
the  amount  of  discharge  becomes  inconsiderable.  In  suppur- 
ating wounds  the  dressings  must  at  first  be  changed  more  fre- 
quently, but  afterwards  their  treatment  is  not  different  from 
that  of  fresh  wounds. 

I  also  apply  the  principle  to  the  drainage  holes  after  lapar- 
otomy. As  soon  as  the  discharge  has  lost  its  bloody  charac- 
ter, viz.,  on  the  second  or  third  day,  I  remove  the  glass  tube, 
and  in  case  there  is  too  much  outflow  to  admit  of  closure  of 
the  orifice  I  push  a  folded  strip  of  iodoform  gauze  down  from 
2  to  3  inches  below  the  surface.  This  is  changed  every  24 
hours,  but  pushed  less  deep  each  time. 

In  large  wounds  I  have  found  gauze  to  act  as  well  as,  if  not 
better  than,  cotton  when  it  can  be  accurately  adapted  to  the 
surfaces.  The  objection  to  its  continued  use  is  that  granula- 
tions work  into  its  meshes  and  are  torn  on  its  removal. 

The  use  of  alcohol  to  wash  the  surrounding  skin,  and  iodo- 
form gauze  or  sublimated  gauze  for  packing  may  aid  in  the 
cure  at  times,  but  these  antiseptics  are  not  necessary,  and  are 
sometimes  undesirable. 

Between  the  cauterizations  of  venereal  sores,  the  frequent 
change  of  dry  absorbent  cotton  dressings  has  in  my  limited 
experience  answered  better  than  drugs. 

1  would  formulate  the  method  as  follows  : 

I.     Secure  a  large  external  opening. 
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2.  Change  the  dressing  often  enongh  to  prevent  an  accum- 
ulation of  moist  discharge. 

3.  Dry  off  the  surfaces  at  each  dressing  as  perfectly  as 
possible. 

4.  Place  absorbent  material  firmly  against  every  part  of  the 
raw  surfaces,  but  leave  the  packing  loose  in  the  middle  so 
that  the  cavity  may  more  readily  contract. 

5.  Place  an  abundance  of  absorbent  material  over  the 
wound,  so  as  to  be  in  direct  contact  with  the  packing — no 
powder  or  drug  intervening. 

6.  Use  clean  absorbent  cotton  for  small  wounds,  gauze  for 
large  ones. 

7.  Cleanse  the  neighboring  skin  at  each  dressing  with  dry 
absorbent  material,  or  wash  it  with  alcohol,  but  allow  no  wa- 
ter, or  watery  solution  to  come  in  contact  with  the  wound  or 
its  surroundings. 


THREE     LAPAROTOMIES     ON    ONE    PATIENT. 
RECOVERY.' 

By  H.  C.  DALTON,   M.D., 

OF    ST.    LOUIS. 
SUPERINTENDENT  CITY    HOSPITAL. 

PETER  M.,  laborer,  get.  30  years,  a  strong,  stout  man,  was  admitted 
to  the  hospital  June  28,  1888.  An  examination  revealed  acute 
appendicitis,  for  which  I  operated  the  next  day.  The  case  was  re- 
ported in  the  Annals  of  Surgery,  February,  1889. 

He  returned  to  the  hospital  August  12,  1889,  with  a  ventral  hernia 
at  the  site  of  the  operation.  The  hernia  was  pendulous,  and  formed 
a  tumor  as  large  as  the  double  fist.  In  the  operation  to  remove  the 
diseased  appendix  an  incision,  iour  inches  long,  was  made,  commenc- 
ing an  inch  above  the  center  of  Poupart's  ligament,  extending  upward 
and  outward.  The  cicatricial  tissue  covering  the  hernia  was  extremely 
thin. 

I  concluded  the  best  procedure  would  be  to  make  an  incision  in  the 
center  of  the  cicatrix,  cut  away  all  of  the  same,  and  bring  the  sound 
tissue  together.  In  attempting  to  execute  this  idea,  I  made  an  inci- 
sion in  the  center  and  in  the  long  axis  of  the  cicatrix,  holding  it  well 
up,  as  I  supposed,  from  the  intestines.  When  the  knife  entered  what 
we  took  to  be  the  peritoneal  cavity,  I  was  mortified  to  find  that  I  had 
cut  directly  into  the  intestine.  Fluid  faeces  flowed  from  the  wound. 
The  finger  introduced  showed  that  the  gut  was  adherent  to  the  entire 
under  surface  of  the  cicatrix — that  they  were  virtually  one  wall.  I  next 
made  an  opening  into  the  cavity  through  sound  tissue  to  the  inner  side 
of  the  cicatrix,  introduced  the  finger  and  attempted  to  break  up  the 
adhesion  between  it  and  the  intestine.  I  succeeded  in  this,  but  in 
doing  so  tore  the  opening  in  the  gut  still  larger.  I  now  had  the  gut 
denuded  of  four  inches  of  its  peritoneal  coat,  with  a  transverse  hole  in 
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it  occupying  half  its  circumference.  Resection  being  plainly  the  only 
feasible  procedure,  I  then  removed  four  inches  of  the  intestine,  to- 
gether with  sufficient  mesentery  to  make  the  proper  V-shape.  The 
mesenteric  wound  was  closed  by  a  conlinuous  silk  suture. 

In  making  the  circular  enterorrhaphy  I  used  Senn's  rubber  ring,  and 
was  extremely  pleased  to  find  how  quickly  it  enabled  me  to  finish  the 
operation.  The  entire  operation,  from  the  first  incision  to  putting  pa- 
tient to  bed  was  35  minutes.  I  had,  however,  jiracticed  the  operation 
with  the  rubber  ring  quite  often  in  the  dead-house. 

No  faeces  escaped  into  the  peritoneal  cavity.  I  had  taken  the  pre- 
caution to  pull  out  the  intestine,  empty  it,  and  have  an  assistant  com- 
press it  on  each  side  of  the  wound  to  prevent  the  escape  of  fgecal 
matter.  The  cicatrix  was  cut  away  and  the  wound  closed  without 
drainage.     It  healed  by  first  intention. 

The  patient  stood  the  operation  well.  For  seven  or  eight  days  he 
had  some  pain  in  the  abdomen  and  vomited  occasionally,  but  at  no  time 
did  his  pulse  exceed  90,  nor  did  his  temperature  reach  102°  F.,  except 
on  one  afternoon.  As  he  had  been  given  a  purgative  before  the  ope- 
ration, no  attempt  was  made  to  move  the  bowels  for  a  week,  when  en- 
emas were  given  which  produced  several  actions.  About  the  tenth 
day  a  diarrhoea  developed  which  lasted  six  or  eight  days.  At  that 
time  a  mild  attack  of  dysentery  supervened,  which  lasted  about  a 
week,  after  which  the  patient  made  a  rapid  recovery.  He  was  out  of 
bed  on  September  8,  twenty-four  days  after  the  operation,  and  in  a 
few  days  was  doing  detail  work  around  the  hospital. 

Unfortunately,  the  parties  watching  the  patient  failed  to  discover 
the  rubber  ring  in  the  fseces,  although  they  were  given  positive  in- 
structions to  carefully  watch  for  the  same.  I  take  it  that  the  diarrhoea 
was  caused  by  irritation  at  the  site  of  the  rubber  ring. 

On  September  30,  while  apparently  in  the  enjoyment  of  excellent 
health,  he  was  very  suddenly  seized  with  a  most  agonizing  pain,  re- 
ferred to  the  umbilicus.  He  was  in  collapse  in  less  than  ten  minutes 
after  the  seizure.  Extremities  were  cold  and  clammy,  and  beads  of 
cold  perspiration  were  seen  over  his  entire  person.  His  pulse  was 
very. fast  and  weak;  rectal  temperature,  97.5°.  He  yelled  with  every 
breath. 

I  diagnosticated  acute  intestinal  obstruction,  stimulated  him  very 
freely,  gave  morphine  hypodermically,  and  applied  heat  to  the  ex- 
tremities. As  soon  as  possible  (in  about  a  half  hour)  he  was  put  un- 
der ether  preparatory  to  laparotomy.  His  pulse  improved  under  stim- 
ulants and  ether,  and  during  the  operation  was  of  fair  volume.      Just 
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before  he  was  etherized  he  stated  that  the  pain  was  most  intense  at  the 
site  of  the  old  wound . 

Remembering  my  former  sad  experience,  I  was  careful  to  avoid  the 
cicatrix  left  from  the  last  operation,  and  hence  made  a  parallel  incision 
about  five  inches  long,  an  inch  to  the  inner  side  of  the  same.  The  in- 
testines were  found  so  inflamed,  thickened  and  matted  together,  that 
it  was  quite  a  while  before  we  could  positively  make  out  the  exact 
condition,  which  proved  to  be  three  parallel  coils  or  knuckles  of  intes- 
tines, bound  down  by  a  band.  The  inner  coil  was  found  to  contain 
the  portion  through  which  the  circular  enterorrhaphy  had  been  made. 
The  band  was  cut  and  removed,  adhesions  broken  up  with  considera- 
ble difficulty,  and  the  intestine  straightened. 

Thinking,  perhaps,  some  narrowing  of  the  gut  might  have  taken 
place  at  the  site  of  the  circular  enterorrhapy,  and  that  this  might  in 
part  account  for  the  obstruction,  we  deemed  it  unwise  to  close  the 
abdomen  without  definitely  excluding  this  possible  cause  of  obstruc- 
tion. Of  course,  we  understood  that  the  band  was  ample  cause  for 
the  obstruction,  and  ordinarily,  we  would  have  completed  the  opera 
tion  as  soon  as  the  obstruction  by  the  band  had  been  relieved,  but  in 
this  case  the  portion  of  the  intestine  formerly  operated  upon  was  one 
of  the  knuckles  caught  under  the  band,  and  in  addition  (which  was 
very  suggestive  of  the  closure  of  its  lumen)  this  part  was  particularly 
thickened  and  hard  upon  pressure.  I  attempted  to  determine 
the  patulousness  of  the  intestine  at  this  part,  as  one  would  push  his 
finger  into  the  inguinal  ring,  with  the  scrotum  ahead  of  the  finger. 
Owing  to  the  extreme  thickness  of  the  intestine,  this  could  not  be 
done.  An  incision  large  enough  to  admit  the  index  finger  was  made, 
the  finger  passed  in,  and  the  site  of  the  circular  enterorrhaphy  exam- 
ined. A  very  slight  constriction  was  found  at  this  part;  not  more, 
however,  than  could  be  accounted  for  by  the  cicatrix.  The  wound  in 
the  intestine  was  closed,  and,  as  there  had  been  some  fluid  (serum)  in 
the  belly,  it  was  washed  out  and  a  glass  drain  left  in  the  lower  angle 
of  the  wound.  Patient  was  put  to  bed  and  hot  bottles  packed  around 
him. 

The  operation  lasted  an  hour  and  a  half.  A  half  hour  after  the  ope- 
ration his  temperature  was  98°,  pulse  120,  respiration  36.  As  there 
had  been  but  little  discharge  through  the  tube,  it  was  removed  and 
the  opening  sewed  up  on  the  second  day.  The  patient  was  then  do- 
ing well,  but  on  the  third  day  the  abdomen  was  considerably  dis- 
tended and  painful  to  pressure.  In  the  afternoon  of  that  day  his 
bowels  moved  spontaneously,  after  which  the  distention   disappeared. 
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On  the  seventh  day  a  fecal  fistula  was  noted.  This,  however,  was 
not  large,  and  remained  open  but  four  days.  After  this  his  recovery 
was  uninterrupted.  He  remained  in  the  hospital  four  months  after  the 
operation,  working  as  a  detail  around  the  institution.  When  dis- 
charged he  had  grown  quite  stout,  and  was  in  the  enjoyment  of  per- 
fect health. 

The  accidental  cutting  of  the  intestine  in  this  case  teaches  that  in 
operating  for  ventral  hernia  the  incision  should  always  be  made  to  the 
side  of  the  cicatrix  in  sound  tissue,  as  there  are  no  means  of  deter- 
mining beforehand  in  what  cases  adhesions  have  taken  place  between 
it  and  the  intestine. 

Possibly  it  might  have  been  better  not  to  have  operated  on  this  pa- 
tient; the  reduction  of  the  mass  and  an  elastic  support  might,  perhaps, 
have  been  better.  But  when  we  consider  that  the  tendency  of  such  a 
hernia  is  to  steadily  enlarge,  even  with  elastic  support,  especially  in 
the  laboring  classes,  we  must  beheve  that  the  operative  procedure  is 
the  better  one. 

Had  I  to  perform  the  operation  to-day,  I  should  close  the  ends  of 
the  intestines,  employ  lateral  anastomosis,  and  should  not  resect  the 
mesentery,  but  would  close  it,  as  advised  by  Senn. 


EDITORIAL    ARTICLES. 


DELBET     ON     THE     DRAINAGE    OF     THE     PERITONEAL    CAVITY. 

Delbet  after  the  experiments  detailed  in  the  May  number  of  the 
Annals  of  Surgery,  continues  his  interesting  article  in  the  Annales 
de  Gyjiecologie  et  d' Obstet,  (March,  1890)  with  the  consideration  of  the 
subject  of  the  mdications  for  drainage. 

These  he  considers  under  several  heads. 

Duration  of  the  operation. — This  indication  recognized  by  Wiedow 
is  considered  only  of  importance  when  the  length  of  time  depends 
on  conditions  that  require  drainage. 

Extensive  adhesions. — Many  surgeons  consider  this  indication  clear, 
but,  different  varieties  of  adhesions  should  not  be  compared  to  one 
another.  Sometimes  extensive  adhesions  tear  without  haemorrhage  and 
do  not  call  for  drainage.  At  other  times  intimate  and  vascular  adhe- 
sions give  rise  to  excessive  haemorrhage  and  the  drainage  tube  does 
not  suffice,  and  the  tamponade  is  required.  The  question  of  adhe- 
sions is  very  com];lex.  In  general,  intimate  and  vascular  adhesions  are 
often  an  indication  for  drainage  or  tamponade. 

Hemorrhages. — This  is  only  a  question  of  haemorrhage  from  the 
capillaries  or  from  the  vessels  which  one  cannot  tie.  During  the 
operation  compression,  hot-water,  or  the  actual  cautery  is  used.  But 
when  all  these  methods  have  beeen  tried  without  entire  satisfaction 
what  must  we  do?  It  is  well  known  that  the  peritoneum  is  capable  of 
absorbing  blood  and  can  we  therefore  assume  that  it  is  useless  to  make 
drainage.  It  would  be  a  mistake  to  assume  that  the  same  results  would 
follow  in  a  peritoneal  cavity  whose  changed  conditions  gave  rise  to 
haemorrhage,  as  in  the  case  where  defibrinated  blood  is  injected  into 
healthy  peritoneal  cavities. 
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The  bleeding  surface  produced  by  tearing  the  adhesions  in  the 
majority  of  cases  is  in  the  cul-de-sac  or  near  it,  that  is  to  say  the  most 
dependent  portion  of  the  pelvis.  It  rests  here  in  contact  with  the 
altered  tissues,  which  not  only  will  not  absorb  it  but  where  the  tenden- 
cy is  to  pour  out  more  blood. 

Delbet  does  not  think  in  such  a  case  the  operator  should  be  satisfied 
to  simply  close  up  the  abdomien;  he  also  does  not  think  drainage  would 
suffice,  for  it  would  take  off  the  abdominal  pressure  because  the  tube 
puts  the  abdominal  cavity  in  free  communication  with  the  atmospheric 
pressure  and  the  haemorrhage  is  more  likely  to  continue.  The  indication 
is  to  produce  a  checking  of  haemorrhage,  and  there  is  nothing  better 
than  the  aseptic  gauze  tamponade  with  or  without  the  sac  of  Mick- 
ulicz. 

Tear  or  loss  of  substance  of  tJie  peritoneum. — The  tear  or  loss  of  sub- 
stance of  the  parietal  paritoneum  is  not  so  serious  a  complication  as  it 
was  formerly  considered.  It  is  to  Sklifossonski  that  we  are  indebted  for 
precise  knowledge  on  this  subject.  Sanger  has  shown  that  the  resec- 
tion of  extensive  portions  of  the  parietal  peritoneum  has  not  apparently 
given  rise  to  any  trouble,  but  it  is  certain  that  the  intestinal  coils  attach 
themselves  to  the  peritoneal  wound  and  in  these  cases  recovery  is  only 
obtained  at  the  price  of  extensive  adhesions.  When  the  peritoneum 
has  been  torn  or  resected  he  made  every  effort  to  cover  over  the  tear 
or  loss  of  substance.  It  is  very  easy  to  suture  a  tear  and  one  can 
succeed  even  with  loss  of  substance,  thanks  to  the  mobility  of  the 
parietal  peritoneum.  In  some  cases  however  this  is  impossible  and 
the  author  does  not  think  it  advisable  to  attempt  to  cover  the  abraded 
surface  by  a  graft  of  epiploon.  This  complicaties  an  operation  already 
long  and  severe  for  an  uncertain  result.  It  is  an  active  source  of  possi- 
ble infection  and  it  prevents  absorption  of  the  blood. 

In  this  case  there  is  nothing  better  to  do  than  to  render  the  wound 
surface  extraperitoneal  and  shut  in  the  surface  by  adhesions  in  an 
aseptic  condition.     Here  again  is  the  tamponade  indicated. 

Remainifig  diseased  and  septic  tissues. — One  sometimes  finds  tumors 
so  adherent  that  it  is  almost  impossible  to  recognize  their  limits.  To 
free  them  it  is  necessary  to  enucleate  and  we  then  have  left  a  sort  of  sac 
formed  by  diseased  tissues. 
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In  another  case,  a  tube,  for  example  so  firmly  adnerent  to  the  rec- 
tum and  great  vessels  that  the  freeing  of  the  adhesions  might  rup- 
ture these  important  organs,  rather  than  run  this  risk  it  is  better  to 
leave  part  of  the  tumor.  In  these  cases,  of  which  it  is  not  necessary 
to  multiply  examples,  there  remain  in  the  bottom  of  the  pelvis  tissues 
altered,  often  septic,  in  quantity  more  or  less  considerable.  These 
tissues  may  give  rise  to  dangerous  secretions.  Itisnot  sufficient  to  con- 
duct them  by  a  tube,  because  the  tubes  do  not  insure  the  evacuation 
of  the  liquids.  Besides  this  might  prove  dangerous  because  they  would 
be  obliged  to  traverse  healthy  portions  of  peritoneum.  In  this  the  indi- 
cation is  to  render  these  tissues  extraperitoneal. 

There  are  many  methods  of  accomplishing  this.  If  the  sac  can  be 
brought  to  the  abdominal  incision,  it  is  best  to  fasten  it  in  this  position. 
Often  it  is  impossible  to  draw  it  to  the  abdominal  incision  and  yet  its 
sides  can  be  drawn  together,  as  done  by  Martin,  who  then  drains  this 
extra-peritoneal  sac  by  the  vagina.  When  there  remains  but  a  small  part 
of  the  tumor  and  it  cannot  be  treated  by  either  of  these  methods,  there 
yet  remains  the  antiseptic  tamponade. 

Rupture  into  the  peritoneal  cavity  of  septic  areas. — Only  those  rup- 
tures that  occur  in  the  course  of  an  operation  are  referred  to.  The  indi- 
cation here  is  to  wash  the  septic  material  out.  M.  Quenu  thinks  that 
in  case  of  rupture  of  purulent  pockets  drainage  may  supplement  lavage. 
Certainly  sucess  has  been  obtained  in  these  cases  by  the  drainage  and 
without  lavage.  But  it  would  be  hazardous  to  draw  an  argument  from 
these  successes  of  drainage  as  against  lavage  for  we  know  that  the 
virulence  of  the  contents  of  the  tubes  differs,  even  when  it  has  a  purulent 
appearance  and  one  cannot  say  in  those  fortunate  cases  spoken  of 
whether  the  fluid  was  septic  or  not.  Delbet  thinks  that  in  case  of  sep- 
tic infection,  during  an  operation  with  the  peritoneal  cavity  open,  that 
lavage  meets  the  indication  well  where  drainage  meets  it  poorly,  and 
the  surgeon  who  wishes  all  the  chances  of  success  on  his  side  will  use 
it. 

So  much  for  drainage;  it  is  perhaps  a  supplementary  method  of  pre- 
caution to  have  recourse  to,  but  one  of  not  very  great  efficacy. 

Rupture  of  the  Intestine. — After  suturing  a  torn  intestine  it  is  a  great 
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temptation  to  place  a  strip  of  iodoform  gauze  so  that  it  leads  from  the 
sutures  out  through  the  abdominal  wound.  This  gauze  will  not  inter- 
fere with  the  union  of  the  intestine  and  will  prevent  trouble  if  one  of 
the  sutures  should  give  way.  This  accident  does  not  usually  take 
place  until  two  or  three  days  have  elapsed  and  at  this  time  the  gauze 
is  shut  in  by  adhesions,  so  that  instead  ot  a  grave  peritonitis,  we  have 
only  a  fscal  fistula.  Of  course  this  method  would  not  be  of  use  where 
the  intestine  was  freely  movable,  for  it  would  quickly  become  displaced. 
It  would  only  be  useful  in  a  portion  already  affected  by  inflamma- 
tory action  and  fixed  in  its  position. 

Peritonitis. — Foci  of  pelvic  peritonitis  which  one  has  left  in  the 
pelvis  have  already  been  considered.  When  there  is  a  generalized 
peritonitis  at  the  time  of  operation,  all  surgeons  consider  drainage 
to  be  indicated. 

Ascites. — In  case  of  ascites  of  mechanical  origin  it  is  perhaps  not 
necessary  to  drain,  but  in  case  of  ascites  due  to  irritation  or  inflamma- 
tion it  might  be  better  to  use  drainage.  The  subject  evidently  is  not 
very  clear  to  Delbet.  The  appearance  of  the  fluid  is  of  some  aid  in 
coming  to  a  conclusion.  Chyliform  ascitic  fluid,  says  Sebileau,  always 
indicates  a  chronic  peritonitis.  Gelatinous  fluid  indicates  the  rupture 
of  a  cyst  or  a  secretion  from  its  external  vegations.  Bloody  ascites 
ordinarily  accompanies  malignant  tumors.  These  indications  though 
very  incomplete  will  often  be  sufficient  to  enable  one  to  judge  if  the 
ascites  will  persist  or  disappear  after  the  ablation  of  the  tumor  and 
subsequently  if  drainage  is  necessary  or  not. 

Irrigation  by  the  drainage  tube. — Bardenheuer  irrigated  by  the  tube 
every  24  hours.  Martin  at  first  imitated  him  but  in  1882  he  renounced 
the  irrigations  on  account  of  an  accident,  which  wiU  be  mentioned.  In 
America  Sims  devised  a  double  current  tube  to  facilitate  lavage,  but 
to-day  irrigations  by  the  tube,  very  rightly,  are  almost  entirely  aban- 
doned. 

One  of  Martin's  patients,  an  old  decrepit  woman,  fell  into  a  collapse 
after  a  second  washing  and  died  without  a  trace  of  septic  infection. 

In  another  case  each  lavage  caused  attacks  of  vomiting.  These  ex- 
periences are  exceptional,  but  it  is  imprudent  to  force  even  an  aseptic 
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fluid  into  the  peritoneal  cavity,  when  we  cannot  be  sure  to  make  it 
return  even  with  the  aid  of  an  aspirating  force.  The  absorption  of  this 
solution  may  prove  troublesome.  At  the  end  of  24  or  48  hours  when 
the  adhesions  are  established,  or  about  to  be  established,  the  injection 
may  break  them  up  and  establish  a  communication  between  infected 
extra-peritoneal  foci   and  the  peritoneal  cavity. 

Time  a7id  vianner  of  withdrawing  the  drainage. — Some  surgeons 
remove  the  tubes  at  the  end  ot  24  or  48  hours,  If  the  indication  as 
studied  by  Delbet  be  accepted,  the  tubes  should  not  be  removed  until 
adhesions  are  formed. 

It  is  impossible  to  indicate  the  precise  time  for  their  removal  as  this 
is  a  matter  of  surgical  tact  and  differs  with  each  case,  but  if  a  drain 
remains  in  place  for  48  hours  adhesions  are  formed  and  it  is  shut  in  by 
a  little  canal  so  that  when  it  is  removed  there  remains  a  canal  the  size 
of  which  depends  on  the  size  of  the  drain  used. 

Too  much  credit  cannot  be  given  M.  Delbet  for  this  experimental 
work.  It  clearly  points  out  the  field  of  usefulness  of  the  drains,  which 
by  causing  adhesions  shut  off  the   peritoneal   cavity   from   suspicious 
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KUMMELL   ON   THE  SURGERY   OF  THE  GALL-BLADDER. 1 

Since  Langenbuch  first  totally  extirpated  the  gall-bladder,  it  has  now 
become  a  rule  that  surgeons  must  interfere  in  all  cases  of  disease  of 
this  viscus  which  have  not  been  relieved  by  internal  medication,  but 
the  operation  to  be  chosen  can  not  be  fixed  beforehand;  it  must  be 
modified  to  suit  each  case. 

Operative  interference  is  indicated  in  cases  of  formation  of  gall 
stones  and  their  sequelae,  hydrops,  and  empyema  of  the  gall-bladder, 
closure  of  the  ductus  choledochus,  and  also  in  the  case  of  tumors  pre- 
venting the  flow  of  bile;  but  these  tumors  are  only  found  at  the  time 
of  operation. 
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Operative  interference  is  not  so  much  required  in  the  case  of  gall- 
stone with  biliary  colic,  as  in  the  cases  where  these  calculi  set  up  in- 
flammation in  and  around  the  gall-bladder,  which  leads  to  the  forma- 
tion of  adhesions,  or  even  ulceration  and  perforation,  the  formation  of 
these  adhesions  being  accompanied  by  a  feeling  of  continuous  pain 
or  pressure.  It  is  not  rare  to  see  the  gall-bladder  firmly  adherent  to 
the  liver  by  strong  connective  tissue  bands,  or  even  encapsulated,  or 
sometimes  it  may  be  adherent  to  coils  of  intestine,  perforation  set  in, 
and  the  calculi  escape  in  the  bowels. 

Closure  of  the  cystic  duct,  due  to  any  cause,  leads  to  retention  of 
the  bile  in  its  natural  reservoir;  this  becomes  more  and  more  distended, 
and  its  contents  may  become  purulent,  and  we  have  the  picture  of  hy- 
drops or  empyema  of  the  gall-bladder.  Such  distension  may  some- 
times reach  an  enormous  size  and  be  mistaken  for  an  ovarian  cyst. 

The  following  case  is  an  example:  A  woman,  set.  50  years,  had  suf- 
fered for  many  years  from  what  she  called  stomach  trouble,  and  no- 
ticed six  months  previously,  during  one  of  these  attacks,  a  slow  and 
steady  increase  of  her  abdomen.  From  time  to  time  she  had  severe 
pain,  which  disappeared  by  the  employment  of  household  remedies. 
On  examination,  the  thoracic  and  abdominal  organs  appeared  normal. 
She  was  anesthetized,  and  on  the  right  side  of  the  abdomen  a  tense, 
elastic  tumor  was  found;  this  tumor  seemed  attached  to  the  uterus, 
but  was  not  lying  next  to  it.  The  right  ovary  could  not  be  felt,  and  a 
connection  between  the  tumor  and  the  abdominal  organs  could  not  be 
made  out.     The  diagnosis  ot  a  right  ovarian  cyst  was  made. 

Two  days  after  the  examination  the  patient  complained  of  severe 
pain  in  the  abdomen,  vomiting  set  in  soon,  accompanied  by  marked 
meteorismus,  the  pulse  became  small  and  thready,  the  extremities  cold, 
in  fact,  all  the  symptoms  of  perforative  peritonitis.  The  patient  died 
in  a  short  time.  On  opening  the  abdomen  a  diffuse  suppurative  peri- 
tonitis was  found.  The  abdominal  cavity  was  filled  with  a  large  quan- 
tity of  purulent  fluid,  in  which  was  a  large  number  of  gallstones.  It 
was  then  seen  that  the  gall-bladder  which  had  been  filled  with  calculi 
and  purulent  fluid  had  attained  an  immense  size  and  ruptured.  The 
tumor  reached  down  in  the  pelvis  and  was  adherent  posteriorly  to  the 
right  ovary. 
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Another  and  not  less  weighty  indication  for  operation  is  the  closure 
of  the  common  bile  duct  with  its  accompanying  cholasmia.  It  is  true 
that  some  serious  cases  are  cured  by  the  spontaneous  disappearance 
of  the  obstruction,  but  as  soon  as  symptoms  of  cholaemia  set  in,  the 
only  chance  of  saving  life  is  by  opening  the  gall-bladder,  and  in  those 
cases  simple  cholecystotomy  is  the  best  operation.  The  operation  is 
not  radical,  but  it  provides  a  free  escape  for  the  bile.  Often,  after  the 
operation,  the  stone  is  spontaneously  evacuated,  or  it  may  be  removed 
by  instruments. 

The  question  of  diagnosis  of  disease  ot  the  gall-bladder  is  very  easy 
in  a  case  of  simple  biliary  colic,  with  its  sudden  intense  pain,  scarcely 
relieved  by  narcotics,  and  especially  easy  when  accompanied  by  ic- 
terus. More  difficult  are  the  slow  chronic  cases,  with  frequent  exa- 
cerbations, accompanied  by  closure  of  the  cystic  duct  Icterus  is  ab- 
sent, the  patient  complains  for  a  long  time  of  pain  in  the  right  side  or 
in  the  region  of  the  hver,  which  they  often  call  cramps  in  the  stomach. 
If  it  is  possible  to  feel  a  tumor  under  the  free  border  of  the  liver,  this 
is  a  great  help  in  the  diagnosis.  In  favor  of  empyema  of  the  gall-blad- 
der there  is  the  tumor,  the  absence  of  icterus,  the  long  existence  of 
paroxysmal  pains,  and  the  presence  of  a  dull  heavy  pressure  in  the  he- 
patic region,  which  does  not  disappear  between  each  attack.  The  re- 
cognition of  closure  of  the  ductus  choledochus  is  easier  to  recognize 
on  account  of  previously  existing  icterus,  and  by  previous  attacks  of 
biliary  colic. 

In  difficult  cases  an  exploratory  incision  ought   always  to  be  made. 

The  differential  diagnosis  between  tumors  of  the  liver  and  those  of 
neighboring  organs  is  often  extremely  difficult. 

As  for  the  methods  of  operation  which  have  been  presented  there 
are  five  important  ones. 

1.  Cholecystotomy,  the  fixation  of  the  gall-bladder  in  the  abdomi- 
nal wound  and  the  opening  it. 

2.  The  ideal  cholecystotomy,  opening  the  gall-bladder,  evacuating 
its  contents,  sewing  it  up  and  replacing  it  in  the  abdominal  cavity. 

3.  Cholecysto-enterostomy,  the  formation  of  a  fistula  between  the 
small  intestine  and  the  gall  bladder  (v.  Winiwarter). 
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4.  Cholecystotomy    and   ligature    of    the   cystic   duct    (Zielewicz). 

5.  Cholecystectomy  (Langenbuch). 

Cholecystotomy  is  without  doubt  the  oldest  and  safest  of  these  ope- 
rations. It  is  done  by  opening  the  abdomen  and  fixing  the  gall-blad- 
der in  the  wound,  and  either  opening  the  latter  immediately,  or  wait- 
ing till  adhesions  have  formed  and  then  opening. 

Dr.  Kummell  has  operated  on  two  patients  by  the  above  method,  in 
one  case  opening  immediately,  on  account  of  symptoms  of  perforation, 
and  in  the  other  case  opening  the  gall-bladder  when  it  was  firmly  ad- 
herent to  the  wound. 

As  to  the  ideal  cholecystotomy  specially  recommended  by  Kiister  in 
cases  of  solitary  stones,  the  operation  does  not  present  many  advan- 
tages, for  there  is  always  danger  of  the  giving  way  of  sutures  and  extrava- 
sation of  bile  into  the  abdominal  cavity,  and  although  the  results  ob- 
tained are  quicker  and  more  brilliant  than  by  the  ordinary  method,  it 
is  not  so  safe. 

The  ingenious  operation  devised  by  Winiwarter,  and  later  on  car- 
ried out  by  Kappeler,  is  the  best  in  cases  of  permanent  obstruction  of 
the  ductus — choledochus,  as  it  brings  back  the  bile  into  the  intestine. 

The  operation  practiced  in  a  case  by  Zielewicz,  of  ligating  the  ductus 
cysticus,  with  the  subsequent  formation  of  a  biliary  fistula,  when  the 
total  extirpation  of  the  gall  gladder  was  impossible,  is  worthy  of  a  more 
extended  trial.  Cases  are  often  seen  where  the  desirable  total  extirpa- 
tion of  the  gall-bladder  is  impossible,  on  account  of  its  firm  adhesions, 
but  in  which,  after  ligature  of  the  cystic  duct,  a  prompt  atrophy  of  the 
organ  may  be  expected.  This  operation  might  be  employed  success- 
fully in  those  cases  where  not  only  extirpation  is  impossible,  but  where 
a  biliary  fistula  can  not  be  made  on  account  of  the  extreme  smallness 
of  the  organ  and  its  being  overlapped  by  the  liver. 

The  cholecystectomy  of  Langenbuch,  or  the  total  extirpation  of  the 
gall-bladder,  would  be  the  most  radical,  and  remedy  all  evil,  if  the  for- 
mation of  calculi  only  took  place  in  the  gall-bladder,  but  there  are  a 
number  of  authenticated  cases  reported  in  which  the  formation  of  gall- 
stones took  place  in  the  liver,  and  the  danger  is  that  one  of  these  cal- 
culi should  lead  to  closure  of  the  ductus  choledochus  and    its    subse- 
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quent  symptoms,  and  the  only  remaining  thing  to  be  done  would  be 
to  crush  the  stone  within  the  duct,  as  was  once  done  successfully  by 
Crede. 

Dr.  Kummell  reports  two  cases  in  whtch  he  extirpated  the  gall- 
bladder; the  first  case  died  from  collapse  20  hours  after  the  operation, 
and  the  second  recovered  completely. 

F.  C.  HussoN. 


BARDENHEUER   ON  RESECTION  OF   THE   ARTICULAR  CAVITY  OF 

THE  HIP  ON  ACCOUNT  OF  SEPTIC  EPIPHYSEAL 

INFECTION'. 

It  is  pretty  well  established  at  present  that  in  cases  of  inflammation 
of  the  epiphyseal  line,  it  is  the  proper  treatment  to  separate  the  epiphy- 
sis from  the  diaphysis  before  any  infiltration  or  suppuration  of  the 
soft  parts  takes  place.  When  the  general  symptoms  point  to  a  septic 
inflammation  of  the 'epiphyses,  the  indication  for  operation  is  a  sharp 
permanent  pain  caused  by  palpation  or  percussion. 

Such  early  interference  always  cuts  the  process  short,  and  pre- 
vents the  formation  of  necrosis  or  of  central  bone  abscess  and  the 
extension  of  the  disease  to  the  joint,  and  general  infection.  In  all 
cases  where  Bardenheuer  did  an  early  trepanation  for  this  trouble  he 
never  saw  necrosis  or  any  other  sequelae  develop.  But  in  cases  where 
the  operation  was  delayed  till  suppuration  was  recognized  by  palpation 
he  has  seen  the  separation  of  epiphyses  and  death  follow  from  general 
infection  notwithstanding  the  operation.  Bardenheuer  is  of  the  opin- 
ion that  in  septic  inflammation  of  the  epiphyses  the  disease  is  primar- 
ily a  local  one,  and  only  after  it  is  fully  developed  does  it  cause  the 
disastrous  results  with  which  we  are  all  familiar.  He  bases  himself  on 
the  results  of  practical  experience,  asd  the  results  after  early  operation 
are  so  brilliant,  while  on  the  other  hand  death  only  follows  in  those 
cases  operated  too  late,  that  he_;  cannot  help  being  an  enthusiast  on 
early  operation. 
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The  point  for  diagnosis  is  comparatively  easy  in  most  of  the  bones 
of  the  extremities,  but  difficult  in  those  plentifully  covered  by  soft 
parts,  such  as  the  hip-joint  where  the  primary  seat  of  the  disease  is  not 
easy  of  access,  and  in  these  cases,  even  when  the  general  symptoms 
point  to  septic  inflammation  of  the  epiphysis  it  is  often  very  difficult 
to  find  out  which  one  is  primarily  affected,  and  here  the  prognosis  is 
much  less  favorable,  from  the  fact  that  the  primary  seat  of  the  disease 
is  discovered  too  late. 

Being  convinced  of  the  importance  of  early  operation  on  the  epiphy- 
sis Dr.  Bardenheuer  often  operates  at  a  time  where  the  ordinary  on- 
looker would  find  it  difficult  to  find  any  alteration  in  the  bone,  only  a 
little  colored  fluid  escapes  from  the  spongy  alveoli,  but  the  immediate 
fall  in  the  fever  and  the  complete  absence  of  pain  show  that  tne  oper- 
ation was   indicated. 

Lately  the  writer  has  had  the  chance  to  see  three  cases  of  epiphyseal 
inflammation  of  the  articular  cavity  of  the  hip  joint,  and  in  these  cases 
he  resected  the  articular  cavity  through  what  he  calls  his  symphysis 
incision. 

Case  I.  Boy,  set.  16  years,  had  for  five  wxeks  been  suffering  from 
repeated  chills,  followed  by  fever,  and  could  not  be  moved  in  bed  with- 
out suffering  extreme  pain,  which  was  specially  located  in  the  left  knee- 
joint.  The  thigh  was  strongly  flexed.  The  patient  was  somewhat 
stupid  and  his  general  appearance  was  typhoid. 

Examination,  under  chloroform,  showed  perfect  freedom  of  all  the 
joints  of  the  left  lower  extremity.  Examination  by  rectum  revealed 
tenderness  over  the  region  of  the  acetabulum,  together  with  some 
swelling.  The  ililc  fossa  was  perfectly  normal  but  inguinal  glands 
were  much  enlarged.  A  diagnosis  of  septic  epiphyseal  inflammation 
of  the  acetabulum  was  made,  and  the  symphyseal  incision  was  made, 
the  periosteum  carefully  loosened  along  the  iliac  fossa  into  the  lesser 
pelvic  cavity  where  the  suppurating  focus  was  found  and  incised.  The 
triangular  junction  of  the  bones  forming  the  acetabulum  was  found 
opened  and  roughened,  the  periosteum  destroyed  and  much  pus  es- 
caping from  the  articular  cavity. The  head  of  the  femur  was  dark  colored. 
The  whole  floor  of  the  articular  cavity  was    chiseled  away  and  the  ab- 
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scess  cavity  drained  by  a  tube  passing  forward  and  escaping  under  the 
pubic  arch. The  upper  wound  was  packed  with  iodoform  gauze.  The 
subsequent  progress  of  the  case  was  excellent.  A  small  piece  of  the  head 
of  the  femur  came  away.  The  operation  had  the  desired  effect  of  im- 
mediately cutting  short  the  septic  process.  Without  this  interference 
in  all  probabilities  the  child  would  have  died  from  sepsis,  unless  the 
abscess  had  come  up  through  the  pelvis  and  opened  in  the  groin,  or 
had  broken  through  the  capsule  of  the  joint  and  thus  come  to  the 
surface.  In  the  latter  case  a  subsequent  resection  of  the  hip  would 
have  been  needed  and  a  much  worse  functional  result  would  have  fol 
lowed.  This  case  also  shows  the  possibility  of  resecting  the  articular 
cavity  through  the  pelvis  without  its  being  necessary  to  resect  the  head 
of  the  femur  at  the  same  time  so  as  to  secure  proper  drainage. 

Case  II.  Girl,  aet.,  2  years,  had  suffered  for  17  weeks  from  pro- 
tracted and  severe  fever  which  at  first  resembled  typhoid,  but  many 
symptoms  were  missing,  especially  the  intestinal  ones.  At  the  end  of 
the  seventh  week  a  tumor  developed  in  the  groin  and  in  the  iliac  fossa, 
which  was  opened,  and  five  weeks  later  another  formed  below  Pou- 
part's  hgament,  to  the  inner  side  of  the  femoral  vessels,  as  well  as  3  to 
4  ctms.  below  the  inferior  iliac  spine;  and  a  second  incision  had  to  be 
made.  The  fistulas  secreted  large  quantities  of  pus  and  the  patient 
grew  rapidly  weaker.  In  the  thirteenth  week  a  sharp  haemorrhage  took 
place  from  the  internal  incision,  which  haemorrhage  could  only  be  con- 
trolled by  the  application  of  forceps.  This  weakened  the  patient  still 
more.  Examination  by  the  writer  apart  from  the  above  described  con 
dition  showed  an  impediment  to  flexion  of  the  thigh.  Examination  by 
rectum  revealed  a  large  accumulation  of  pus  on  the  left  side  of  the 
true  pelvis.  The  region  of  the  left  acetabulum  was  thickened  and 
pressure  on  this  joint  caused  profuse  flow  of  pus  through  the  fistulae. 

The  case  was  one  of  septic  epiphyseal  inflammation.  A  suprapu- 
bic exploratory  incision  was  made  reaching  from  the  symphysis  pubis 
to  the  outer  third  of  Poupart's  ligament,  and  the  peritoneum  was 
carefully  dissected  backward  for  quite  a  distance.  An  abscess  was 
found  on  the  inner  wall  of  the  lesser  pelvis,  and  in  the  region  of  the 
acetabulum  there  was  a  bony  fissure  through  which  pus  escaped.    T  he 
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whole  of  the  acetabulum  was   resected   and  the   peritoneum  pushed 
aside. 

The  patient  was  very  feeble.  Died  in  the  course  of  the  afternoon, 
six  hours  after  the  operation.  Death  was  due  partly  to  collapse  and 
partly  to  sepsis. 

Case  III.  Child,  cet.  5  years;  came  to  the  hospital  on  account  of 
a  large  abscess  in  the  iliac  fossa.  The  trouble  had  set  in  after  a  se- 
vere fever  which  had  gradually  diminished.  The  abscess  was  freely 
incised  by  the  House  Surgeon,  but  notwithstanding  this  supuration 
still  kept  up.  Examination  showed  the  presence  of  an  abscess  near 
the  acetabulum,  but  the  movements  at  the  hip-joint  were  yet  good. 
On  exploring  the  pelvis  by  the  symphyseal  incision  this  abscess  was  lo- 
cated and  opened,  and  the  region  of  the  acetabulum  which  was  found 
to  be  denuded  of  periosteum  was  resected.  The  head  of  the  femur  was 
covered  with  granulations. 

One  week  later,  on  account  of  the  continuation  of  the  fever  and 
suppuration,  the  head  of  the  thigh  bone  was  resected  in  the  typical 
manner,  and  soon  after  the  patient  made  a  perfect  recovery. 

Dr.  Bardenheuer  is  of  the  opinion  that  this  exploratory  incision  and 
this  method  of  resecting  the  acetabulum  should  be  more  frequently 
employed,  for  many  cases  of  tubercular  disease  of  the  acetabulum  are 
discovered  too  late  to  be  operated  on.  F.  C.  Husson. 


ON  THE  DEVELOPMENT  OF  CALLUS  AFTER  FRACTURE  OF 

LONG  BONES.i 

The  author  contributes  a  very  valuable  monograph  on  the  subject, 
embodying  his  own  experimental  and  cHnical  researches,  which  ^'ere 
conducted  partly  in  Professor  N.  V.  Sklifosovsky's  clinic,  in  Moscow, 
partly  in  his  own  surgical  wards  in  the  Poltava  Zenesky  Hospital. 
The  cardinal  point  of  the  work  was  to  study  the  development  of  cal- 
lus, a,  in  such  cases  where  fractured  bone  retained  its  periosteum, 
and,  h,  in  such  where  fragments  were  stripped  of  their  periosteum   at 

'Moscow  Inaugural  Dissertation,  18S9,  by  Dr.  Leonid  G.  Vasilieff,  of  Polta- 
va, South  Russia. 
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a  more  or  less  considerable  area.  The  experiments  (36  in  number) 
were  carried  out  on  puppies,  adult  dogs,  and  rabbits.  The  essential 
outcome  of  the  author's  researches  may  be  summarized  somewhat  as 
follows : 

A.  Fracture  7vith  retained  periosteum,  (i.)  The  formation  of  cal- 
lus represents  a  regenerative  process  sui  getteris.  It  occurs  totally 
independently  of  inflammation  which  makes  its  appearance  immedi- 
ately after  fracture  to  attain  its  height  about  the  end  of  a  third  day  af- 
ter the  injury.  The  inflammatory  process  does  not  in  the  least  pro- 
mote the  development  of  callus;  on  the  contrary,  it  distinctly  inter- 
feres with  the  latter,  reparation  of  bone  beginning  only  after  the  sub- 
sidence of  inflammation.  (2)  The  starting  point  of  or  impulse  for  the 
appearance  of  the  reparative  process  (as  well  as  of  the  inflammation) 
is  constituted  by  irritation  of  the  periosteum  and  bone-marrow,  in- 
duced by  traumatic  violence  and  consecutive  lesions  (contusion,  crush- 
ing and  rupture  of  tissues,  haemorrhage).  (3)  Leucocytes  which  es- 
cape from  vessels  during  inflammation  never  transform  into  osteo- 
blasts, their  functions  being,  probably,  limited  to  absorbmg  detritus  of 
tissue  and  blood-clots.  At  all  events,  they  ultimately  undergo  disor- 
ganization and  disappear.  (4)  The  regenerative  process  begins  on  a 
third  day  after  fracture,  appearing  first  of  all  in  the  osteogenic  layer  of 
the  periosteum.  The  initial  phenomena  consist  in  a  karyokinetic  pro- 
liferation of  cells  of  the  larger  as  well  as  of  the  intima  and  adventitia 
of  local  blood-vessels.  Such  newly-formed  elements  subsequently 
transform  into  osteoblasts,  which  similarly  multiply  themselves  by  a 
karyokinetic  scission.  In  the  presence  of  local  friction  or  pressure,  the 
young  cells  may  transform  into  cartilaginous  elements,  instead  of  os- 
teoblasts. In  the  course  of  time,  some  of  such  cartilage-cells  undergo 
atrophy  to  yield  their  place  to  newly  formed  osseous  and  connective 
tissues;  most  of  them,  however,  transform,  by  way  of  metaplasy,  into 
bone  tissue,  the  impulse  for  the  metaplastic  process  being  given  by 
vascularization  of  cartilaginous  islets.  (5)  Osseous  metamorphosis  of 
osteoblasts  proceeds  in  the  way  described  by  Waldeyer  and  Streltzoff; 
that  is,  peripheral  zones  of  their  protoplasm  become  impregnated  wi'.h 
lime  and  coalesce  with   analogous  zones   of  adjacent   osteoblasts   to 
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form  an  intercellular  osseous  substance,  while  a  central  portion  of  pro- 
toplasm together  with  the  nucleus  transforms  into  bone-corpuscle  and 
bone-cell.  (6)  The  bone  tissue  formation  always  begins  at  some  dis- 
tance from  the  fractured  surface  of  the  fragment  to  gradually  advance 
to  the  latter  and  into  the  inter-fragmental  space.  (7)  At  the  same 
time,  osteoblasts  covering  the  walls  of  the  central  medullary  canal 
(which  elements  partly  preexist  therein,  but  mostly  penetrate  into  the 
cavity  through  Haversian  canals  from  proliferating  osteogenic  layer  of 
the  periosteum)  similarly  transform  into  bone-tissue,  the  process  again 
starting  at  some  distance  from  the  fracture  surface  to  gradually  reach 
the  latter.  The  bone  marrow  is  thus  crowded  out  into  the  interfrag- 
mental  space  to  undergo'  transformation  first  into  connective  and  car- 
tilaginous tissues  and  then  into  osseous  callus.  (8)  Any  blood  clots 
which  are  mostly  lying  in  the  interfragmental  place  are  gradually  ab- 
sorbed, being  replaced  by  ossifying  bone-marrow.  They  never  under- 
go metamorphosis  into  callus.  They  behave  like  foreign  bodies,  in- 
terfering with  the  reparative  forces  and  retarding  the  development  of 
an  interfragmental  callus.  (9)  Simultaneously  with  '  the  throwing  out 
of  callus,  old  bone-tissue  about  the  fragment  end  becomes  disinte- 
grated and  absorbed,  being  replaced  by  a  newly-forming  one.  (10) 
Vascularization  of  thickened  periosteum  continues  since  a  third  day 
after  fracture  and  proceeds  by  way  of  karyokinetic  scission  of  cells  of 
the  adventitia  and  intima.  (11)  The  callus  formation  ends  with  a 
complete  consolidation  of  fragments  by  newly-formed  bone-tissue, 
which  requires  over  two  months  (under  favorable  conditions).  When 
examined  before  the  term,  callus  proved  to  contain  more  or  less  nu 
morous  islets  of  connective  or  cartilage  tissue,  scattered  chiefly  over 
the  interfragmental  space. 

B.  Fractures  ivith  stripped  off  periosteum  [•'■  Fracturce  cum  oblatione 
periosteV).  (i)  Consolidation  of  fracture  proves  to  be  still  possible 
even  in  cases  complicated  with  loss  of  the  periosteum.  (2)  The 
sources  for  an  external  callus  prove  to  be,  a,  the  adjacent  intact  peri- 
osteum; b,  periosteal  shreds  and  strings  which  are  always  found  at- 
tached here  and  there  to  the  fragment's  surface;  c,  cellular  elements  of 
Haversian  canals.     (3)  The  development  of  an  internal  callus  proceeds 
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nearly  parallel  with  that  of  an  external  one,  its  sources  being,  a,  osteo- 
blasts of  bone-marrow;  ^,  osteogenic  elements  of  adherent  shreds  of 
the  periosteum;  c,  those  of  Haversian  canals.  (4)  An  interfragraental 
callus  develops  only  after  the  external  and  internal  one  has  attained 
the  fractured  surface.  It  is  supplied  by,  «,  bone-marrow  of  the  cen- 
tral medullary  canal;  b,  internal  callus;  c,  osteoblasts  of  Haversian 
canals  emerging  on  the  fracture  surface;  d,  those  of  external  callus.  (5) 
Surrounding  soft  tissues  do  not  take  any  direct  part  in  the  callus  for- 
mation; they  only  become  adherent  to  callus  and  may  give  some 
additional  support  to  the  latter.  (6)  Mobility  of  fragments  always 
lasts  a  good  deal  longer  than  in  cases  of  fracture  with  retamed 
l)eriosteum.  (7)  Callus  is  always  weaker  and  less  bulky.  (8)  Consol- 
idation proceeds  at  least  twice  as  slowly  as  in  the  case  of  retained  per- 
iosteum. (9)  Sequestration  of  the  fragment's  end  occurs  very  fre- 
quently. (10)  Non-union  and  formation  of  false  joints  are  similarly 
most  frequent.  (11)  On  the  whole,  destruction  of  the  periosteum  on 
the  fragment's  end  must  be  regarded  as  a  very  grave  complication, 
making  the  prognosis  materially  worse.  (12)  In  all  cases  of  com- 
pound fractures  of  long  bones,  the  state  of  the  periosteum  should  be 
nquired  into,  and  the  loss  of  the  periosteum  regarded  as  a  more  im 
portant  compUcation  than  the  open  wound  itself.  (13)  Such  cases  im- 
peratively demand  a  strictly  antiseptic  management. 

Valerius  Idelson. 
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I.  An  Apparatus  for  Sterilizing  Steel  Instruments  by 
Steam  Without  Rusting  Them.  By  Mr.  C.  W.  Cathcart 
(Edinburgh).  The  author,  acting  on  the  statement  of  chemists  that  rust 
only  occurs  when  iron  or  steel  is  exposed  to  moisture  in  the  presence 
of  carbonic  acid,  and  that  all  carbonic  acid  may  be  driven  out  from 
steam  by  boiling  for  some  minutes,  has  devised  the  following  simple  and 
cheap  apparatus,  which  fulfills  both  these  indications.  An  oval  tin 
pot  (A)  like  a  fish-kettle,  and  measuring  i6  inches  long,  9  inches 
broad,  and  6  inches  deep,  is  surrounded  on  all  sides,  except  at  the  lid. 


S^ 


by  a  similar  vessel  (B),  i  inch  of  space  being  left  between  them.  The 
outer  compartment  (B)  is  provided  with  (i)  a  hole  for  fiUing  in  the 
water,  which  can  be  plugged  by  a  cork;  (2)  with  an  exit  tap  for  empty- 
ing, and  (3)  with  a  stop-cock  near  the  top,  which  opens  and  shuts  com- 
munication with  A.     A  has  a  tightly  fitting  lid. 

The  instruments  to  be  sterilized  are  placed  in  A.  They  may  either 
lie  on  the  bottom  or  be  in  glass  tubes  or  metal  boxes.  The  lid  of  A 
is  shut  down  and  water  boiled  in  the  outer   vessel    (B)    by    a   bunsen 

(26s) 
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burner  or  on  the  fire.  At  first  the  steam  is  allowed  to  escape  for  the 
double  purpose  of  dry-heathig  the  instruments  and  of  driving  off  the 
carbonic  acid  from  the  water.  In  ten  or  fifteen  minutes  the  stop-cock 
is  opened  between  A  and  B,  and  the  filling  hole  m  B  plugged  with  a 
cork.  Steam  rushes  into  and  fills  A  and  escapes  at  crevices  round  the 
lid.  The  instruments  can  in  this  way  be  steamed  for  as  long  as  is 
required,  after  which  the  stop -cock  is  turned  off  agam  and  the  lid 
taken  off.  The  steam  at  once  escapes  and  the  instruments  are  found 
dry  and  free  from  any  trace  of  rust.  The  smaller  boxes  containing 
instruments  will  have  some  vapor  condensed  on  the  inside  of  their 
lids,  and  there  only,  because  the  cold  air  from  above  cools  the  lids  first. 
After  the  lids  have  been  wiped  dry  on  the  inside,  the  rest  of  the  boxes 
and  their  contents  will  be  found  to  be  dry  also.  The  instruments  free 
in  A  will  be  quite  dry. 

During  the  steaming,  some  vapor  condenses  on  the  inside  of  the 
lid  of  A  in  spite  ot  its  being  protected  by  a  felt  cover  on  the  outside, 
and  sometimes  the  condensed  water  drops  on  to  the  instruments  or 
boxes  below  as  the  lid  is  being  taken  off.  It  can  of  course  be  at  once 
wiped  off,  but  is  a  disadvantage.  To  obviate  this  inconvenience  he  has 
fixed  to  the  under  side  of  the  lid  a  piece  of  lint,  which  catches  any 
drops  that  fall.  Hooks  are  fastened  at  either  end  of  the  downward 
projecting  lip  of  the  lid.  Strings  through  these  fasten  the  sheet  of  lint 
to  the  lid. 

Half  a  gallon  of  cold  water  in  this  sterilizer  takes  about  half  an  hour 
to  come  to  the  boil  with  an  ordinary  bunsen  burner.  This  quantity 
takes  about  two  hours  to  boil  down  after  it  has  reached  the  boiling 
point. — Edinburg  Med.  /our.,  Aug.,  i8go. 

II.  On  the  Results  Attained  by  Modern  Surgical  Experi- 
ments in  the  Field  of  Suture  and  Plastic  Restoration  of 
Defects  in  Highly  Organized  Tissues,  "Also  the  Application 
of  Absorbable  and  Living  Tampons  in  Surgery."  By  Ur. 
Gluck  (Berlin).  Plastic  operations  as  practiced  in  ancient  surgery 
and  even  in  modern  times  by  Dieffenbach  and  Langenbeck  and  other 
surgeons  were  concerned   mostly  with  autoplastic  methods,  pedicled 
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flaps  which  were  united  to  the  parts  by  a  bridge  of  tissue  of  greater  or 
less  width.  The  author  has  convinced  himself  that  in  a  number  of  cases 
in  which  in  spite  of  twisting  or  torsion  of  this  pedicle  of  tissue, or  extrav- 
asation of  blood  underneath  the  flap,  a  positive  result  was  attained, 
this  w-as  due  not  so  much  to  the  existence  of  the  narrow  pedicle  of  the 
flap  of  tissue  as  to  the  inherent  vitality  of  the  tissue  itself.  A  division 
of  this  uniting  pedicle  of  tissue  converts  the  autoplastic  in  a  transplan- 
tation or  implantation  of  a  foreign  body.  The  autoplastic  cutanee  d 
lavibeaicx  is  the  rnost  ancient  of  plastic  methods;  it  includes  the  auto- 
plastic nerveuse,  tendineuse,  musculaire,  osseuse  and  periostite  a 
lambeaux.  This  method  was  perfected  upon  the  skin  but  only  isolated 
instances  of  its  practice  occurs  on  any  of  the  other  tissues. 

The  author  was  convinced  that  the  autoplastic  methods  really  dealt 
with  the  transplantation  of  tissues.  The  so-called  nourishing  bridges 
of  tissue  scarcely  deserve  the  name.  Autoplastic  moreover  reduces 
the  volume,  nutrition  and  the  resistant  vitality  of  the  parts  which  it  is 
intended  to  restore  and  reconstruct.  The  necessary  tension  of  suture 
also  predisposes  to  necrosis.  In  view  of  these  facts  the  author  has 
undertaken  the  actual  tiansplantation  of  homologous  and  heterologous 
substances,  absorbable  and  non-absorbable,  aseptically  with  the  aid  of 
exact  suture  and  fixation.  As  a  further  elaboration  of  this  idea  the 
author  was  induced  to  pass  from  transplantation  and  nerve  suture  to  the 
plastic  replacement  of  all  higher  tissues,  as  also  the  investigation  of 
absorbable  and  living  tampons.  In  the  above  schema  must  also  be 
included  the  experiments  of  the  author  in  proving  the  possible  closure 
of  wounds  in  the  larger  blood  vessels,  with  the  maintainance  of  the 
circulation,  absence  of  all  formation  of  thrombus,  and  the  formation  ot 
a  resistant  cicatrix.  According  to  the  author's  researches,  the  surgeon  is 
able  to-day  to  replace  and  reconstruct  defects  in  highly  organized  tissues, 
and  by  the  aid  of  the  absorbable  and  living  tampons,  to  support  and 
fill  spaces  and  pockets,  to  preserve  exposed  tendons  and  bone,  to  pre- 
vent haemorrhage,  reduce  secretion,  thus  securing  cicatrization  without 
reaction.  The  suggestion  and  method  of  the  author's  in  obliterating 
the  inguinal  canal  in  the  radical  operation  for  hernia  by  means  of 
transplantation  has  been  followed  out  by  Thiem  with  the  catgut  tampon 
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by  the  author  by  means  of  a  disinfected  ivory  thimble  and  by  Trende- 
lenberg  with  the  bone  of  the  humerus  taken  from  another  individual. 
It  was  not  the  vitality  of  primary  union  in  the  histological  sense  alone 
which  made  a  functional  result  possible  but  the  healing  in  the  tissues 
of  the  transplanted  material  without  regard  to  the  maintenance  of 
structure  or  specific  function  of  the  implanted  material  and  without 
any  regard  to  energetic  reaction,  in  individual  cases  specific  formation 
of  organized  tissue  which  aided  a  return  to  function  of  the  reconstructed 
part.  The  technical  principles  of  the  different  plastic  operations  were 
exact  suture  in  all  higher  tissues,  relative  tension  between  peripheral 
tendon  and  muscle  body,  also  smoothness  of  mobility  upon  subjacent 
tissues  in  tendon  and  muscle  plastic,  care  in  fixation  of  fragments,  best 
attained  by  the  introduction  of  ivory  cylinders  or  fresh  bone  in  the 
medullary  canals  of  bones.  The  utilization  of  filagree  like,  or  egg  shaped 
or  elliptical,  or  spherical  frame  work  for  the  purposes  of  arthroplastic 
aided  by  ideal  asepsis  and  non  irritant  material.  In  the  case  of 
nerves  only  is  it  necessary  that  nerve  regeneration  should  take  place 
after  suture  and  plastic  in  order  to  restore  continuity  and  function.  In 
this  connection  the  author  has  formulated  the  methods  of  healing  of 
nerves  after  suture. 

1.  Regeneration  by  means  of  division  and  out  growth  of  the  central 
axis  cylinder  with  connective  tissue  atrophy  of  the  peripheral  extremity, 
also  the  formation  of  a  new  nerve  from  the  central  end,  (Remak's 
regeneration).  Duration  of  the  process  according  to  the  severity  of  the 
case  from  i  to  i^  years. 

2.  Secondary  union  after  nerve  suture  and  transplantation. 
Formation  and  out  growth  of  new  fibers  from  the  central  extremity 
with  also  degeneration  of  some  of  the  peripheral  nerve  fibres  with  also 
a  spontaneous  regeneration  of  the  same,  some  of  the  peripheral  axis 
cylinders  persisting.  Should  the  organic  disintegration  of  the  divided 
stumps  be  hastened  on  the  40th,  60th  or  80th  day  by  nerve  suture, or  a 
fortunate  accident  or  transplantation  of  nerve  then  we  may  have  the 
seeming  paradox  of  a  primary  union  of  nerves  in  secondary  nerve 
suture.  In  this  way  alone  can  we  explain  eases  of  primary  union  in 
secondary  nerve  suture  as  recorded  by  Langenbeck  and  Landerer.The 
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secondary  union  of  nerves  requires  4-  to  i  year  for  the  restitution  of 
function. 

3.  Primary  union  after  restoration  of  conduction  within  eight 
days  after  operation,  then  progressive  restoration  of  function  to  com- 
plete restitution  which  results  within  ^-  to  ^  year. 

The  conduction  is  restored  by  means  of  specific  granulation  tissue. 
Author's  and  Wolbergs  neuroblasts  unite  the  peripheral  and  central  axis 
cylinders  and  are  transformed  into  amyeline  nerve  fibres  after  few  days. 
The  degeneration  of  the  peripheral  extremity  is  only  to  be  found  in 
few  nerve  fibers.  The  early  appearance  of  central  impulse  prevents 
paralytic  phenomena  of  Waller's  degeneration.  In  the  discussion 
following  the  above,  Kolliker  (Leipzig)  thought  that  the  tubulization  of 
nerves  after  Socin  with  absorbable  drain  yielded  best  results.  Gluck 
clamied  priority  tor  tubulization. — Beilage  z.  Centralb.f.  Chir.,  1890, 
No.  25. 

III.  The  Amount  of  Haemoglobin  in  the  Blood  in  Surgical 
Diseases,  with  Special  Reference  to  Restoration  after 
Haemorrhage.  By  Prof.  Mikulicz  (Konigsberg).  In  the  above, 
Mikulicz  presents  the  results  of  the  labors  of  his  pupil,  Max  Bierfreund, 
and  himself  in  determining  how  soon  after  loss  of  blood  does  regener- 
ation occur,  and  what  role  does  age  and  sex  play  in  the  process,  and, 
secondly,  do  constitution  and  disposition  bear  any  relation  to  the  vari- 
ations found  in  the  amount  of  haemoglobin  in  the  blood  and  the  regen- 
eration of  losses  ot  blood.  The  method  of  investigation  consisted  in 
determining  the  amount  of  hc^moglobin  by  means  of  theFleischlhasmo- 
meter  before  operation  and  then  repeating  the  examination  at  inter- 
vals of  two  to  four  days  after  to  determine  the  rapidity  of  restitution. 
The  ideal  amount  of  100%  of  haemoglobin  was  found  in  robust  young 
men  of  the  third  decennium  of  life,  the  highest  mean  92%,  was  found 
in  men  in  the  third  decennium.  The  results  in  females  show  that,  as 
a  rule,  the  percentage  of  haemoglobin  is  less  in  the  female  than  in  the 
male  subject.  On  the  whole,  the  results  corresponded  with  those  of 
Stierlin,  males  87.8%,  females  84.5%. 

Regeneiation  occurred  most  rapidly  in  the  third  and  fourth   decen- 
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nium  of  life  in  men  and  slowly  in  children  and  old  age.  This  confirms 
the  old  belief  that  children  and  aged  persons  bear  losses  of  blood  bad- 
ly. The  mean  time  for  regeneration  in  women  in  the  third  decen- 
nium  of  life  was  14.7  days,  corresponding  closely  to  the  figures  of 
Meyer,  who  found  that  regeneration  of  the  original  amount  of  haemo- 
globin occurred  in  14  days  in  the  parturient  woman.  The  amount  of 
the  loss  of  blood  also  influenced  the  period  within  which  restoration  of 
the  normal  amount  of  haemoglobin  occurred.  Losses  which  represent- 
ed a  diminution  of  15%  in  the  amount  of  haemoglobin  required  14.2 
days  for  a  return  to  the  normal;  a  deficiency  of  20%  of  haemoglobin  re- 
quired 19.9  days;  25%  haemoglobin  deficient  required  21.6  days;  great- 
er deficiencies  required  an  average  of  29  days  for  restoration.  The  mini- 
mum time  of  regeneration  varied  with  the  amount  of  blood  lost.  An 
amount  of  loss  showing  haemoglobin  deficiency  of  15%  requires  on  the 
average  a  minimum  time  of  3.5  days,  whereas  in  ca^es  showing  over 
25%  deficiency  in  the  amount  of  haemoglobin  required.  9  6  days  as  a 
minimum  for  restoration.  The  greatest  loss  of  haemoglobin  was  that 
of  a  woman  in  whom  a  fibroma  of  the  abdomen  was  extirpated.  In 
this  case  the  hemoglobin  sunk  from  70%  to  22%. 

In  two  cases  where  death  ensued  with  all  the  symptoms  of  acute 
anaemia,  the  haemoglobin  sunk  to  15%  to  17%.  Mikulicz  thinks  that, 
many  cases  which  die  on  the  2d  or  3d  day  may  be  traced  to  anaemia  or 
oligochromamie.  Simple  narcosis  (chloroform  without  any  loss  of 
blood)  may  reduce  the  haemoglobin  5  to  10%.  In  various  diseases 
which  have  an  unfavorable  influence  upon  the  economy,  the  following 
was  found:  In  79  cases  of  local  tuberculosis  the  haemoglobin  was 
present  on  the  average  of  63%  instead  of  81.6%.  The  regeneration 
after  operation  was  prolonged  at  least  a  week.  In  10  cases  of  tertiary 
syphilis  the  amount  of  haemoglobin  was  present  in  reduced  amount  be- 
fore operation.  The  time  of  regeneration  was  not  markedly  influ- 
enced. In  benign  tumors  the  amount  of  haemoglobin  was  but  slightly 
below  the  normal.  In  cases  suffering  from  malignant  tumors  the 
amount  of  haemoglobin  reached  on  the  average  only  60%,  and  the 
time  of  regeneration  was  markedly  prolonged.  Whereas  in  local  tiiber- 
culosis  after  complete  extirpation  and  absence  of  return  of  disease,  the 
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amount  of  haemoglobin  passed  the  standard  before  operation,  this  was 
not  the  case  with  mahgnant  tumors;  the  haemoglobin  here  after  opera- 
tion never  reaches  the  normal  healthy  standard  or  passes  below  the 
percentage  held  before  the  operation. — Beilage  z.  Centralb.f.  Chir., 
1890,  No.  25. 

IV.  iEther  and  Chloroform  Narcosis.  By  Dr.  Kappeller 
(Germany).  The  author  shows  that  the  present  method  ot  administer- 
ing chloroform  is  imperfect  from  a  physiological  standpoint.  The  ac 
cidents  which  have  hitherto  occurred  should  be  attributed  to  the  meth- 
od of  administration  rather  than  to  the  agent  itself.  The  Clover  ap- 
paratus is  imperfect  and  the  author  has  devised  a  method  and  appa- 
ratus by  which  a  maximum  strength  of  14.5  grams  of  chloroform  to  100 
Htres  of  air  is  attained.  The  strength  of  the  mixture  can  be  so  graded 
that  at  the  termination  of  narcosis  the  chloroform  per-cent  is  less  than 
at  the  outset.  In  a  series  of  200  narcoses  an  average  of  13.3  grams 
of  chloroform  only  were  used.  In  a  narcosis  of  2  to  3  hours,  only  40  to 
56  grammes  of  chloroform  were  used.  In  most  cases  the  narcosis 
was  complete  in  7  to  8  minutes.  Vomiting  was  present  in  7  %  of  the 
cases. 

In  the  discussion  which  followed  the  above,    Bruns,    of  Tubingen, 

'  and  Stelzner,  of  Dresden,  supported  rether  as  an  anaesthetic.     Zielwies 

had  some  weeks'  experience  with  the  mixture  of   Billroth.     Kappeller 

thought  that  the  effect  of  chloroform   upon  the  pulse  was  slower  than 

that  of  aether. — Beilage  z.  Centralb.f.  Chir.,  No.  25,  1890. 

V.  On  the  Treatment  of  Tuberculous  Joint  and  Cold 
Abscess  with  Iodoform  Injection.  By  Prof.  Bruns  (Tubing- 
en). Bruns  recommends  iodoform  for  the  treatment  of  cold  abscess 
on  the  ground  that  the  prolonged  contact  of  this  agent  with  tubercu- 
lous granulations  results  in  their  cure.  If  a  fresh  and  recently  steril- 
ized emulsion  of  iodoform  one  part,  and  olive  oil  or  glycerine  10-20 
parts,  be  injected  into  the  abscess  after  evacuation  of  pus  and  then  re- 
peated according  to  necessity  a  shrinkage  of  the  abscess  results  which 
after  2  months  is  cured.  Over  100  abscesses  (cold)  were  treated  upon 
this  plan  in  the  Bruns   Clinic  and  over  80%  cured.    Of  these,  10  cases 
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were  cold  abscesses,  resulting  from  caries  of  the  vertebra  The  cure 
was  permanent,  so  that  we  may  assume  the  caries  was  cured.  On 
this  account  the  same  treatment  is  recommended  for  pleuro-empysema 
of  tubercular  nature.  In  tubercular  joint  diseases  iodoform  also 
gives  brilliant  results.  If  there  is  capsule  fungus  of  the  joint  a  needle 
is  passed  into  the  fungoid  structure  at  various  points,  and  2-4-6  ccm. 
of  the  emulsion  forcibly  injected.  It  there  is  effusion  into  the  joint, 
the  same  is  evacuated  and  enough  emulsion  is  injected  to  take  its 
place,  10-20-30  gram.  Fixation  of  the  joint  is  necessary  only  when 
great  pain  is  present,  which,  with  the  iodoform  treatment,  soon  disap- 
pears. We  can  allow  the  patient  (treated  in  the  dispensary)  to  use  his 
limb  carefully.  In  the  parenchymatous  injections  the  procedure  may 
be  repeated  in  8  days,  in  joint  effusion  after  2-4  weeks.  We  do  not 
expect  signs  ofimprovement  before  the  6-8  week.  The  joint  fungus 
atrophies  and  the  periarticular  abscesses  shrink  into  hard  nodules, 
which  become  normal  tissue  after  years.  Movement  of  the  joint  has 
been  retained  in  part  or  for  the  whole  in  most  cases.  In  old  people 
and  severe  forms  of  disease  a  complete  cure  does  not  always 
result,  though  the  pain  becomes  less  and  the  swelling  diminishes.  The 
usefulness  of  the  joint  is  thus  increased.  The  results  have  been  uni- 
formly good,  as  Trendelenburg  has  shown,  in  the  elbow,  knee  and 
ankle-joint. 

In  the  discussion  foltowing  the  above,  Heusner  (Barmen)  said  that 
he  had  used  this  method  for  4-5  years  with  good  results.  Trendelen- 
burg (Bonn)  had  treated  133  cases  with  the  method,  and  in  at  least 
68%  could  the  improvement  be  attributed  to  the  tieatment,  though 
cure  did  not  always  result.  He  had  used  the  method,  not  only  in 
joints  and  bone,  but  in  tuberculous  processes  of  the  soft  parts,  lym- 
phatics and  testis.  Eiselsberg  (Vienna)  said  that  Billroth  (Vienna) 
has  had  good  results  with  iodoform  glycerine  injection  by  first  opening 
the  abscess  and  extirpating  all  tubercular  tissue  and  then  injecting 
The  details  of  this  method  of  Bruns  have  been  fully  reviewed  in  the 
Annals  of  1889. — Beilage  zum  Centralb.  f.  Chir.,  1890,  No.  25. 

Henry  Koplik  (New  York). 
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VI.  Upon  Cardiac  Impulse  in  Relation  to  Opening  the 
Cranium,  the  Pleura  and  the  Cavity  of  the  Abdomen.  By 
Dr.  Iginio  Tansini  (Modena).  The  author,  in  his  experiments,  em- 
ployed rabbits,  laying  bare  the  apex  of  the  heart,  which  in  these  ani- 
mals can  be  done  without  disturbing  the  pleura,  and  applied  the 
sphygmograph  directly  thereto,  thus  producing  graphic  tracings  and  in- 
dubitable results. 

In  the  matter  of  the  cavity  of  the  cranium,  the  following  questions 
were  sought  to  be  answered  : 

1.  The  influence  which  the  employment  of  the  trephine  in  opening 
the  cranium  exercised,  as  compared  with  the  chisel,  in  the  latter  case 
both  with  and  without  the  existence  of  injury. 

2.  The  influence  which  pressure  applied  outside  the  dura,  for  the 
purpose  of  arresting  haemorrhage,  exercised,  as  compared  with  press- 
ure made  directly  upon  the  brain  substance. 

3.  The  influence  of  irrigation,  by  means  of  antiseptic  solutions,  of 
the  lateral  ventricles,  and  of  the  fourth  ventricle. 

Based  upon  25  experiments,  the  following  conclusions  were  arrived 
at: 

1.  The  use  of  the  trephine  crown  in  opening  the  skull  is  decidedly 
less  in  its  influence  upon  the  heart's  action  than  the  employment  of 
the  chisel.  In  order,  in  case  of  an  otherwise  uninjured  skull,  to  avoid 
disturbances  of  the  heart's  action  in  opening  the  cavity  by  means  of  a 
chisel,  the  instrument  employed  must  be  very  small,  and  held  at  an 
inclination  of  at  least  30°  to  the  surface  of  the  skull.  In  cases  of  in- 
jury to  the  skull  involving  an  opening  of  the  same,  the  employment  of 
the  chisel  does  not  seem  to  exercise  any  disadvantageous  influence 
upon  the  heart's  action. 

2.  Extra  dural  tamponing  exercises  far  more  disadvantageous  in- 
fluence upon  the  heart's  action  than  direct  pressure  upon  the  brain 
substance.  A  venous  hsemorrhage  may  always  be  arrested  by  means 
of  the  latter  without  severe  disturbance  of  the  heart. 

3.  Irrigation  of  the  ventricles  does  not  affect  the  action  of  the 
heart,  if  a  free  channel  for  the  return  of  the  fluid  be  provided. 

In  the  matter  of  the  pleura,  the  author  sought  to  establish  the  rela- 
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tion  which  the  one  side  bears  to  the  other,  in  regard  to  the  heart  dis- 
turbance following  the  opening  of  the  same;  the  influence  of  an  open 
pneumothorax;  the  usual  irrigation  of  the  pleural  cavities,  and  the  use 
of  a  permant- nt  flow  of  different  fluids  through  the  left  as  compared  to 
the  right  pleural  cavit)^,  at  varying  temperatures. 

Based  upon  lo  experiments,  the  following  conclusions  were 
reached  : 

1.  Open  pneumothorax,  upon  the  right  as  well  as  upon  the  left 
side,  exercises  a  most  decided  effect  upon  the  heart's  action;  primarily, 
marked  disturbances  of  rythm,  and  afterward,  diminution  of  the  heart- 
movements  occurred. 

2.  Continuous  irrigation  of  the  pleural  cavity  by  means  of  cold  wa- 
ter (ii°C.)  or  warm  water  (38°C.)  disturbs  the  heart's  action  most  de- 
cidedly, retarding  the  same,  and  accelerating  the  death  of  the  ani- 
mal. 

3.  The  action  of  different  antiseptic  agents  as  such,  excluding 
those  which  have  a  poisonous  effect,  exercise  no  influence  on  the 
h  eart. 

In  regard  to  the  influence  of  opening  the  peritoneal  cavity,  the  au- 
thor endeavors  to  clear  up  the  following : 

1.  The  influence  which  exposure  of  loops  of  intestine  to  the  atmos- 
pheric air  for  different  periods  of  time  has  upon  the  heart's  action. 

2.  The  effect  of  contact  of  the  intestines  with  cloths  in  which  the 
same  may  be  wrapped,  and  with  sponges  wrung  out  of  water  at  vary- 
ing degrees  of  temperature. 

3.  The  effects  of  irrigating  the  abdominal  cavity  with  fluid  at  differ- 
ent temperatures. 

The  results  of  16  experiments,  instituted  with  the  view  of  determin- 
ing these  several  points,  show,  in  a  general  way,  that  continuous  and 
persistent  irritation  of  the  nerves  of  the  abdominal  cavity,  in  either 
healthy  or  hypergemic  condition,  of  the  peritoneum,  may  produce 
slowing  and  arrest  of  the  heart. —  Centralb.  f.  Chirg.,  1890,  No.  24. 

L.EO.  R.  Fowler  (lirooklyn). 
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OPERATIVE  SURGERY. 

I.  A  New  Osteoplastic  Amputation  of  the  Foot  (Ampu- 
tatio  Talo-Calcanea  Osteo  Plastica).  By  Dr.  D.  Kranzfeld 
(Odessa).  The  operation  which  is  a  modification  of  the  method  of 
Hancock,  was  done  on  a  patient  with  the  following  history:  Boy,  get. 
19  years,  was  injured  on  September  12,  1889,  by  a  heavy  case  falling 
on  his  left  foot.  The  whole  of  the  dorsum  of  the  foot  was  ecchy- 
mosed,  and  in  the  center  there  was  a  large  transverse  gaping  wound 
with  contused  edges,  occupying  the  whole  width  of  the  foot.  The  in- 
jured part  was  put  in  a  moist  antiseptic  dressing;  on  the  third  day  the 
whole  anterior  part  of  the  foot  was  gangrenous;  on  the  fifth  day  a  line 
of  demarcation  formed  on  the  dorsum  and  soon  after  on  the  sole.  On 
the  eighth  day  after  the  injury  the  gangrenous  soft  parts  and  bones 
were  removed  at  Lisfranc's  joint.  The  skin  was  divided  on  the  an- 
terior side  about  i  ctm.  in  front  of  the  tibio-dorsal  articulation.  On 
the  inner  side  the  skin  defect  reached  to  4  ctms.  above  the  internal 
malleolus. 

One  month  after  admission  the  foot  was  in  the  position  of  talipes 
equinus.  Its  anterior  part  presented  a  bony  projection  covered  by  gran- 
ulations and  formed  by  the  anterior  tarsal  bones.  The  skin  covering 
,  on  the  inner  side  ended  about  4  ctms.  above  the  internal  malleolus, 
and  externally  2  ctms.  above  the  external  malleolus;  on  the  sole  the 
skin  reached  as  far  as  the  anterior  border  of  the  calcaneum.  The 
case  was  allowed  to  granulate  for  three  weeks  longer  so  as  to  obtain 
better  covering  for  a  stump,  and  at  the  end  of  this  time  the  following 
were  the  skin  Hmits,  outward  and  forward  3  ctms.,  and  internally  2 
ctms.  in  front  of  the  tibio-tarsal  articulation. 

The  choice  of  operations  in  this  case  was  either  a  Pirogoff,  or  its 
modifications,  or  the  sub-astragalord  disarticulation  of  Malgaigne.  By 
the  first  operation  the  healthy  tibio-tarsal  articulation  had  to  be  sacri- 
ficed, and  by  the  second  the  healthy  calcaneum  had  to  be  removed. 
The  writer  thought  it  would  be  possible  to  obtain  a  movable  stump 
with  a  broad  base  and  with  but  little  shortening  by  sawing  off  the  un- 
der surface  of  the  talus  and  the  upper  one  of  the  calcaneus  and  allow- 
ing the  fresh  surfaces  thus  obtained  to  heal  together. 
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On  November  23,  this  operation  was  carried  out  as  follows:  The 
edges  of  the  skin  were  freshened,  Choparts'  joint  opened  and  the 
scaphoid,  cuboid  and  cuneiform  bones  removed.  On  the  outer  side  a 
horizontal  incision  was  made  beginning  immediately  under  the  exter- 
nal malleolus,  and  carried  forward  in  an  anterior  direction;  the  capi- 
tellum  of  the  astragalus  was  sawn  off,  the  tarsal  sinus  entered  and  the 
articulation  between  the  calcaneum  and  astragalus  opened.  The  up- 
per surface  of  the  os  calcis  was  removed  in  a  horizontal  direction,  and 
the  under  surface  of  the  astragalus  was  likewise  treated.  After  the 
haemorrhage  had  been  checked  the  wound  was  packed  with  iodoform 
gauze,  dressed,  and  the  limb  placed  in  an  ordmary  metallic  splint. 

On  the  third  day  the  packing  was  removed,  the  sawn  surfaces  were 
completely  adapted,  the  calcaneum  being  pushed  slightly  forward,  and 
the  wound  was  drained  and  sutured. 

Healing  took  place  nicely;  in  six  weeks  everything  was  firmly  con- 
sohdated. 

Two  months  after  the  operation  the  patient  could  step  on  the  foot 
without  pain  and  there  was  no  noticeable  shortening  of  the  limb. 

The  patient  can  bend  the  foot  at  the  tibio  tarsal  articulation.  The 
sole  of  the  foot  is  flatter  and  broader  than  normal. 

This  operation  has  several  advantages  over  the  Pirogoff,  being 
more  conservative  and  maintaining  the  normal  length  of  the  limb; 
moreover,  in  children  it  has  the  advantage  of  not  destroying  the  epi- 
physeal cartilage  at  the  lower  end  of  the  tibia  and  fibula.  The  im- 
portant point  to  be  kept  in  mind  is  the  slipping  forward  of  the  oscalcis. 
—  Centblt.f.  Chirg.^  No.  20,  1890. 

F.  C.  Huston  (New  York). 

ABDOMEN. 

I.  Laparotomy  for  Revolver-Shot  Wound  of  the  Ab- 
domen. By  Dr.  Mikhail  P.  Vishnevsky  (Vladimir  on-Kliazma, 
Russia).  An  epileptic  and  weak-minded  pupil  of  an  ecclesiastic  col- 
lege, set.  iS  years,  of  middling  make  and  nutrition,  shot  himself  in  the 
abdomen  from  a  small-sized  revolver.  When  seen  on  the  third 
day,  he  was  suffering  from  collapse,  with  frequent  fascal  vomiting,  high 
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fever  and  general  convulsions,  the  abdomen  being  intensely  distended 
and  extremely  tender.  Near  the  navel,  on  the  right  side,  there  was 
present  a  dirty,  inflamed,  small,  circular  wound,  from  which  since,  the 
seventh  day,  an  incessant  flow  of  a  fluid  faecal  matter  issued.  No 
stools  occurring  for  eight  days,  on  the  ninth  castor-oil  (5J)  was  given 
internally  with  satisfactory  results.  About  the  2 2d  day  vomiting  ceased, 
the  temperature  returned  to  the  normal,  the  stools  became  regular,  ab- 
dominal pain  disappeared;  the  wound,  however,  continued  to  discharge 
much  pus  with  a  faecal  odor.  On  the  24th,  a  deep  fluctuation  in  the 
left  iliac  fossa  could  be  felt.  On  the  25th  the  abdomen  was  opened  by 
an  incision,  6  cm.  long,  running  parallelly  to,  and  2  inches  above,  the 
left  Poupartian  ligament.  A  large  quantity  of  pus  mixed  with  fseces  es- 
caped from  a  circumscribed  abscess,  situated  amidst  intestinal  coils, 
but  no  bullet  could  be  found.  The  cavity  was  washed  out  with  1%  car- 
bolic acid  solution,  and  supplied  with  drainage.  On  the  35th  day  the 
bullet,  and  on  the  67th  day  the  surgical,  wound  soundly  healed.  On  the 
79th  the  lad  was  discharged  in  best  of  health,  his  bowels  acting  regu- 
larly.— Khirurgitchesky  Vestnik,  March,  1890,  p.  174. 

II.     Case  of   Traumatic  Injury  to  the  Abdominal  ^A^all. 

By  Dr.  M.  I.  Lakhovetzky  (Kainsk,  Siberia).  The  author  narrates 
the  following  rare  case:  A  soldier,  jet.  23  years,  when  getting  down 
from  a  hayloft,  fell  on  a  wooden  pitchfork,  one  of  its  teeth  (2  cm.  in 
diameter)  penetratmg  into  the  abdominal  wall.  He  at  once  extracted 
it  and  ran  home,  notwithstanding  agonizing  pain.  Haemorrhage,  how- 
ever, was  but  trifling.  On  examination  on  the  next  day,  there  was 
found  an  almost  circular  hole,  of  the  size  of  a  shilling  piece,  situated 
in  the  upper  portion  of  the  anterior  aspect  of  the  scrotum  on  the  right 
side,  and  leading  into  a  blind  pouch,  of  the  size  of  a  walnut.  There 
was  present,  further,  a  very  tender  sausage-like  tumor,  about  16  cm. 
long  and  5  cm.  broad,  which  commenced  just  above  the  pubes  on  the 
right  side  to  run  obliquely  towaid  the  anterior  superior  iliac  space,  ter- 
minating abruptly  in  two  fingers'  breadth  from  the  latter.  About  the 
eleventh  day  the  scrotal  wound  healed;  the  inguinal  swelling,  how- 
ever, gradually  enlarged  and  became  fluctuating  and  partly  tympanitic. 
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An  exploratory  puncture  with  a  hypodermic  syringe  revealed  the  pres- 
ence of  offensive  thin  greenish  pus.  Without  delay,  the  abscess  was 
opened  by  an  incision,  8  cm.  long,  running  parallelly  to  its  long  axis, 
and  about  \\  sig.  glassful  of  fiocky  pus  with  a  quantity  of  gases  re- 
moved. The  cavity  proved  to  be  situated  entirely  between  the  ab- 
dominal muscular  layers,  no  communication  with  the  peritoneal  cavity 
existing.  It  was  thoroughly  washed  out  with  a  sublimate  corrosive  so- 
lution (i:iooo)  and  plugged  with  gauze  soaked  in  the  same  lotion  and 
freely  powdered  with  iodoform,  after  which  an  antiseptic  dressing  was 
applied.  The  after-course  left  nothing  to  be  desired,  the  wound  rap- 
idly healing.  Dr.  Lakhovezsky  comes  to  the  conclusion  that  the  pitch* 
fork's  tooth,  having  pierced  the  tunica  dartos  on  the  right  side,  passed 
between  the  right  spermatic  cord  and  the  root  of  the  penis  through  the 
anterior  wall  of  the  sheath  of  the  right  rectus  abdominis,  and  then  en- 
tered into  the  abdominal  muscles  on  the  left  side,  carrying  all  along  a 
mass  of  pyogenic  microbes  An  almost  identical  case  has  been  pub- 
lished by  Dr.  Belaieff  (in  the  Trans,  of  the  Piros^ovian  Russian  Chir- 
urgical  Society  for  1884.) — Proceedings  of  the  Oiiisk  {Siberian)  Med. 
Society  for  1889,  No.  9,  p.  213-221. 

III.  Laparotomy  for  Enteroliths.  By  Dr.  Stepan  I.  Kha- 
LAFOFF  (Moscow,  Russia).  The  author  relates  the  following  unique 
case:  A  poor  peasant  woman,  set.  50  years,  of  middling  make  and 
nutrition,  sought  for  admission  into  Count  Sheremetieff's  Hospital  on 
account  of  periodic  attacks  of  excruciating  pain  about  the  right  iliac 
fossa,  recurring  once  or  twice  monthly,  lasting  on  each  occasion  from 
three  to  six  days,  and  accompanied  by  abdominal  distention,  vomiting 
and  constipation.  The  attacks  had  begun  to  appear  about  20  years 
before  the  admission,  gradually  increasing  in  their  frequency  and  se- 
verity, and  making  her  totally  incapable  of  working.  During  free  in- 
tervals her  bowels  had  been  acting  quite  regularly.  Examination  of 
the  abdomen  revealed  the  presence  of  two  hard,  smooth,  globular  tu- 
mors, situated  one  above  the  other,  somewhat  downward  and  to  the 
right  from  the  navel,  the  upper  being  as  large  as  an  orange,  the  lower 
about  the  size  of  a  hen's  egg.     The  tumor  could  be  freely  moved  in 
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vertical  and  lateral  directions,  but  less  so  in  an  antero-posterior  one, 
the  manipulations  causing  agonizing  pain.  According  to  the  woman's 
statements,  she  had  noticed  the  tumors  many  years  before,  their  size 
steadily  increasing  ever  since.  No  definite  diagnosis  could  be  arrived 
at.  In  view  of  the  fact,  however,  that  the  attacks  of  pain  greatly  in- 
terfered with  the  patient's  earning  her  daily  bread,  lapaiotomy  was  re- 
solved upon.  Accordingly,  the  abdomen  was  opened  by  an  oblique 
incision,  commencing  just  above  the  right  superior  anterior  iliac  spine, 
and  ending  in  three  fingers'  breadth  from  the  Poupartian  ligament. 
The  omentum  being  pushed  aside,  a  dilated  and  congested  portion  of 
the  ascending  colon,  containing  the  tumors,  presented  itself.  It  was 
dragged  out  from  the  wound  and  opened  by  a  longitudinal  incision,  4 
inches  long.  The  smaller  lower  foreign  body  was  removed  without  any 
difficulty,  but  the  larger  upper  one  could  be  extracted  only  after  some 
enlargement  of  the  abdominal  and  intestinal  incision.  The  portion  of 
the  colon  was  found  to  be  considerably  dilated,  its  walls  intensely  hy- 
pertrophied,  the  mucous  membrane  thickened,  softened,  red-violet, 
and  covered  with  numerous  profusely  bleeding  polypoid  excrescences. 
Both  of  the  wounds  were  closed  with  silk  sutures,  and  an  iodoform 
dressing  applied.  The  after  course  was  most  satisfactory,  the  abdom- 
inal wound  \\e.2^.\ngper  primam.  On  the  9th  day  the  sutures  were  re- 
moved, and  the  bowels  moved  by  castor  oil.  About  the  21st  day  the 
woman  left  the  hospital  in  best  state.  The  extracted  foreign  bodies 
proved  to  be  very  light  enteroliths,  resembling  potatoes  in  their  shape, 
measuring  6  and  4^  cm.  in  diameter,  and  representing  a  homogenous 
mass  which  was  found  (by  Prof.  V.  A.  Tikhomiroff )  to  consist  of  a 
kind  of  "pressed  felt."  The  latter  was  made  of  fine  ligneous  hairs  or 
fibers  of  some  tree,  with  admixture  of  rye  and  oat  barb  scales.  Ac- 
cording to  Dr.  Khalafoff's  theory,  the  woman  had  been  habitually  eat- 
ing a  bad  bread,  made  of  flour,  mixed  with  some  ligneous  substance. 
At  some  time,  many  years  ago,  she  had  had,  probably,  a  localized  in- 
flammatory process  about  the  colon,  accompanied,  of  course,  by  more 
or  less  profuse  secretion  of  mucus.  Some  clumps  of  the  inspissated 
mucus  adherent  to  the  intestinal  wall  formed  the  nuclei  around  which 
insoluble  or  indigestible  ligament  cells  began  to  gradually  settle  down, 
etc.,  etc. — Meditzinskoie  Obozrenie,  No.  5,  1890,  p.  460. 
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IV,     Laparotomy  for  Pancreatic  Cyst.     By  Dr.  Nikolai  N. 
FiLiPPOFF  (Kharkov,  Russia).     The    author  describes  a  very  interest- 
ing case  of  pancreatic  cyst  treated  and  cured  by    abdominal    section 
with  drainage.     A  married  peasant  woman,  set.  65  years,  was  admitted 
to  Prof.  W.  F.  Grube's  clinic  with  complaints    ot    abdominal    tumor, 
vomiting  after  meals,  severe  pain  and  dyspnoea,  loss  of   appetite  and 
general  weakness.     She  had  been  always  enjoying  good  health  until  3 
years  before  admission  when  she  had  first  noticed  a  slowly  increasing 
lump  in  the  epigastrium.     For  about  2  years  or  so  the  tumor  had  not 
caused  any  particular  inconvenience,  beyond    occasional    attacks    of 
sharp  abdominal  pain,  occurring  at  long  intervals,  but  during  the  last 
6  months  the  tumor  had  been  growing  very  rapidly,  the  pain  becoming 
incessant  and  being  accompanied  by  dyspnoea  and  frequent  vomiting. 
On  examination,  the  patient  was  found  to  be  considerably   emaciated, 
her  skin  sallow,  with  a  dirty  tint,  and  wrinkled,  the  sclerotics  yellowish, 
the  abdomen  much  enlarged.  The  left  hypochondrium  and  the  adjoining 
parts  of  the  epigastric  and  meso-gastric  regions  were  occupied  by  a  glob- 
ular, smooth,  elastic,  fluctuating,  but  slightly  movable  lumor,  of  the  size 
of  an  adult  man's  head.  On  inspirations,  it  was  slightly  (i  to  2  fingers' 
breadth)  displaced  downward.        On    percussion,  the  dull  area  corres- 
ponding to  the  tumor  proved  to  be  distinctly  separated  by  a  tympan- 
itic zone,  both  from  the  liver  and  spleen,  the  latter    note    being  also 
given  by  the  stomach  above  and  intestines  below  and  along  the  left 
border.     On  palpation  through  the  very  flabby  and  thinned   abdomi- 
nal wall  the  growth  was  found  to  extend  deep  downward  or  backward. 
The  patient  was  complaining  of  pain  in  the  left  epigastric  region,  in- 
creasing on  movements  and  vomiting  and  often  occurring  in  the  shape 
of  agonizing  paroxysms  during  which  it  was  shooting  to  the  loins  and 
sacral  and  spinal  regions.     The  temperature,  pulse   and  urine  were 
normal.     A  simple  pancreatic  cyst  was  diagnosed  and    laparotomy 
without  delay  performed,  the  abdomen  being  opened  by  a  median  in- 
cision commencing  3  fingers'  breadth  below  the  tiphoid  process  and 
measuring  12  centimetres.     The  anterior  wall  of  the  cyst  presenting  it- 
self in  the  wound,  a  large-sized  trocar  was  plunged  into  it,  and  a  large 
quantity  of  an  alkalme  dark-brown  fluid  removed.     A  manual   exami- 
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nation  showed  that  the  cyst  was  growing  out  from  the  head  and  ad- 
jacent portion  of  the  body  of  the  pancreas,  wedging  its  way  between 
the  stomach  and  duodenum.  It  was  firmly  adherent  to  the  organs  as 
well  as  to  surrounding  intestinal  coils  and  the  omentum,  but  no  pedicle 
was  present.  A  total  extirpation  being  impossible,  the  sac  was  stitched 
to  the  abdominal  wall,  opened,  partially  excised,  washed  out  with  a  4 
per  cent  solution  of  boracic  acid,  and  supplied  with  2  large  drainage 
tubes,  after  which  an  antiseptic  dressing  was  applied.  On  the  4th  day 
some  eczematous  rash  cropped  out  around  the  wound,  on  the  9th,  the 
evening  temperature  suddenly  rose  to  39  2°C.,  (which  depended  upon 
some  dietetic  error),  but  on  the  nth  returned  permanently  to  the 
standard.  On  the  i8th,  the  patient  was  discharged  with  a  minute  fis- 
tule  still  remaining,  but  otherwise  in  a  most  satisfactory  condition, 
pain  and  vomiting  having  ceased,  appetite  improved,  etc.  [This  is  a 
second  Russian  case  of  laparotomy  for  pancreatic  cyst,  the  first  hav- 
ing been  published  by  Dr.  J.  Treiberg;  vide  the  Annals  of  Surgery, 
November,  1888,  p.  389.  A  case  of  pancreatic  cyst  in  a  lady,  set.  47 
years,  cured  by  laparotomy  with  drainage,  has  been  also  communicated 
by  Professor  Annandale  and  Dr.  J.  Ch.  Simpson,  of  Edinburgh,  in  the 
British  Medical  Jouryial,  June  8,  1889,  p.  1291.  The  pancreatic 
literature  appended  to  the  paper  is  rather  incomplete. — Reporter'\ — 
Khirurgitchesky  Vesttiik,  January,  1890,  p.  27  34. 

V.  Spontaneous  Rupture  of  the  Rectum  with  Prolapse 
of  Bowels.  By  Dr.  Vasily  V.  Masimoff  (St.  Petersburg,  Russia). 
The  writer  relates  the  following  exceedingly  rare  and  interestmg  case. 
A  working  woman,  aet.  75  years,  who  had  been  suffering  from  habitual 
prolapse  of  the  rectum  with  frequent  haemorrhage  and  ^constipation 
alternately  with  diarrhoea  for  9  years,  when  straining  during  defecation 
suddenly  felt  acute  pain  followed  by  protrusion  of  bowels  from  her 
anus.  When  seen  several  hours  later,  the  patient  was  lying  on  a  sofa 
in  a  lithotomy  position  with  an  enormous  heap  of  cold,  distended  and 
blood-stained  intestinal  coils  hanging  down  between  her  thighs  from 
the  anus.  The  pulse  was  almost  filiform  and  quick,  but  collapse  w^as 
only  moderate,  and  the  woman  "did  not  complain  of  any  particular 
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pain."  Any  operative  interference  being  flatly  declined,  the  author's 
aid  was  necessarily  limited  to  washing  out  the  prolapsed  intestinal 
mass  (which  consisted  mainly  of  the  small  bowel  with  its  mesentery, 
but  also  included  a  portion  of  the  large  one)  with  a  tepid  2%  solution 
of  boracic  acid,  and  reducing  it  portion  by  portion.  The  procedure 
proved  rather  troublesome  and  took  not  less  than  40  minutes'  time  (the 
length  of  the  prolapsed  bowel  amounting  to  5  feet),  but  was  borne  by 
the  woman  apparently  quite  well.  The  after-treatment  consisted  of 
opium  internally  and  rest.  She  passed  the  next  day  fairly  quietly,  but 
during  the  night  died  (when  asleep.)  No  necropsy  was  allowed.  Dis- 
cussing the  case,  Dr.  Masimoff  points  out  that  i,  international  litera- 
ture contains  only  4  cases  of  spontaneous  rupture  of  the  rectum  with 
prolapse  of  bowels  (alone  or  with  omentum).  They  were  published 
by  Professor  Adelmann  {^Journal  fuer  Chiricrgie  und  Augenheil- 
knnde,  1845,  Vol.  II,  p.  556);  Stein  {Hospitals  Afeddelelser,  1853,  Vol. 
VI);  Nedham  {Philosoph.  Transactions,  1849,  Vol.  V);  and  Brodie 
[London  Medical  and Phys.  Journal,  1827;)  2,  the  most  rational  treat  ■ 
ment  of  such  cases  consists  in  immediate  abdominal  section  with  re- 
ducing the  bowels  and  closing  the  rupture  with  sutures.  —  Voenno 
Neditzinsky  Jurnal,  April,  1S90,  pp.  191-200. 

Valerius  Idelson  (Berne). 

VI.  The  Treatment  of  Prolapse  of  the  Rectum.  By 
Frederick  Treves,  F.R.C.S.  (London).  The  author  remarks  about 
the  treatment  of  rectal  prolapse  by  subcutaneous  injections  into  the 
ischio-rectal  fossa,  that  the  fluids  used  consist  of  solutions  of  nux 
vomica,  carbolic  acid  and  ergotin — Vidal  claiming  three  cases  of  cure 
by  the  latter,  in  one  of  which  no  less  than  twenty-two  injections  were 
employed.  The  procedure  would  appear  to  be  followed  by  severe 
pain  and  spasm  of  the  sphincter  and  to  be  uncertain  in  its  results  and 
tedious  in  its  employment.  It  can  scarcely  be  considered  to  be 
founded  upon  sound  scientific  principles  or  to  be  a  measure  devoid 
of  reasonable  risk,  since  at  least  one  fatal  case  of  poisoning  is  reported 
to  have  followed  the  injection  of  nux  vomica. 

The  application  of  nitric  acid  aims  at  promoting  cure  by   produc- 
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ing  such  a  cicatrix  as  will  cause  complete  contraction  of  the  mucous 
membrane,  seeking  also  to  promote  adhesion  between  the  coats  of  the 
disorganized  bowels.  Mr.  Treves  considers  this  method  as  little  less 
than  barbarous  and  as  representing  a  survival  of  an  evil  period  in  the 
surgery  of  the  past.  The  operation  involves  extreme  pain  and  is  apt 
to  produce  extensive  sloughing  and  severe  inflammation  of  the  rectum 
and  has  been  followed  by  fatal  haemorrhage  and  by  stricture  of  the 
lower  part  of  the  bowel,  while  the  after-treatment  is  not  infrequently 
prolonged. 

The  application  of  the  actual  cautery  to  the  mucous  membrane  of  the 
prolapse  or  the  removal  of  the  linear  folds  of  that  membrane  by  means 
of  the  clamp  and  cautery  are  measures  little  superior  to  that  just  de- 
scribed. The  treatment  is  painful,  a  severe  degree  of  inflammation  is 
excited,  sloughing  is  inevitable,  the  special  dangers  of  a  burn  are  in- 
troduced and  more  or  less  cicatrization  is  unavoidable.  During  the 
use  of  the  clamp  and  cautery,  the  weakened  bowel  has  given  way  and 
coils  of  small  intestine  have  escaped. 

£!xc  is  ion  of  the  ^art  substitutes  a.  clean  cut  for  a  burnt  and  gan- 
grenous surface,  the  operation  area  is  reduced  to  a  minimum,  no  dam- 
aged bowel  is  left  in  the  pelvis,  haemorrhage  may  be  rendered  practically 
impossible,  and  the  risk  of  a  subsequent  stricture  can  hardly  be  said  to 
exist.  The  method  is  simple  and  final,  it  involves  no  protracted  period 
of  after-treatment,  it  induces  but  little  pain,  it  leaves  a  simple  wound 
which  is  open  to  inspection  and  appears  to  offer  the  best  claims  to 
being  considered  a  method  of  radical  cure. 

In  case  of  a  sea-captain,  set.  36  years,  with  a  very  large  prolapse  of 
the  "complete  form"  of  four  years'  standing,  Mr.  Treves  operated  by 
excision.  The  patient  was  placed  in  the  lithotomy  position  and  the 
prolapse  drawn  down  to  its  full  extent.  The  mucous  membrane  form  • 
ing  the  outer  wall  of  the  prolapse  was  now  prepared  lor  separation 
around  the  entire  base  of  the  cone,  the  knife  traversing  the  skin  close 
to  its  line  of  junction  with  the  membrane.  The  tunic  was  then  sep- 
arated from  the  prolapse  by  the  scissors  aided  by  traction  and  was 
everted  down  to  the  apex  of  the  cone,  exposing  the  protrusion  now 
quite  bared  of  mucous  membrane.     It  felt  hard  and  firm  except  at  its 
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anterior  part  close  to  the  anus.  Here  there  was  evidence  of  a  pro- 
trusion of  peritoneum,  the  wall  of  the  cone  being  flacid  and  very  mark- 
edly in  contrast  with  the  firm  wall  presented  by  the  rest  of  the  pro- 
lapse. No  evidence  of  a  hernia  of  the  small  intestine  existed.  He 
then  cut  across  the  prolapse  at  the  level  of  the  anus — the  very  base  of 
the  cone,  dividing  the  anterior  wall  first  and  opening  the  peritoneal 
cavity,  the  opening  into  which  was  at  once  plugged  with  a  sponge. 
The  rest  of  the  prolapse  was  then  severed  rapidly  with  the  scissors, 
the  cut  end  of  the  bowel,  muscular  and  mucous  coats  together,  being 
seized  with  pressure  forceps  as  each  inch  or  so  was  severed;  this 
allowed  of  the  immediate  arrest  of  all  bleeding  and  also  prevented  the 
mucous  membrane  from  being  withdrawn  into  the  rectum,  and  held  the 
cut  end  of  the  bowel  in  position.  The  small  plug  of  sponge  having 
been  removed,  the  peritoneal  wound  was  closed  by  means  of  some  six 
or  seven  points  of  the  finest  chromicised  cat-gut.  The  divided  ends 
of  the  bowel  were  next  attached  to  the  margin  of  the  anus  by  sutures 
of  silk-worm  gut  involvmg  the  whole  thickness  of  the  wall  of  the  rec- 
tum. A  suture  of  silk  involving  merely  the  skin  and  the  mucous 
membrane  would  obviously  not  have  met  the  needs  of  the  case.  As 
the  pressure  forceps  were  removed,  to  prepare  each  segment  of  the 
divided  rectum  for  fixing  in  place,  any  bleeding  point,  made  evident, 
was  ligated. 

The  bowel  had  been  divided  above  the  greatly  thickened  and  hyper- 
trophied  part,  which  formed  the  prolapse,  and  the  segment  attached  to 
the  anus  was  thin  and  in  every  respect  normal.  The  anus,  as  it  ap- 
peared at  the  time  of  operation,  was  of  immense  size.  The  external 
sphincter  appeared  as  a  quite  considerable  ring  of  muscle.  The  part 
removed  measured  five  inches  in  length  and  upon  its  anterior  surface 
was  nearly  three  square  inches  of  peritoneum.  Although  the  mucous 
membrane  was  represented  by  a  double  fold,  one  covering  the  outer 
surface  of  the  prolapse  and  the  other  lining  its  lumen,  the  muscular 
tunic  was  represented  by  but  a  single  tube.  The  internal  sphincter 
formed  the  apex  of  the  protrusion,  and  thus  it  happened  that  four 
inches  and  three  quarters  separated  the  external  sphincter  from  the 
internal. 
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The  patient  recovered  rapidly  and  without  a  bad  symptom,  getting 
up  on  the  twentieth  day  and  being  discharged  well  in  six  weeks. 

Two  other  similarly  extreme  cases  are  related. — Lancet,  February  22 
and  March  i,  1S90. 

James  E.  Pilcher  (U.  S.  Army). 

EXTREMITIES. 

I.  On  Re-Union  of  Cut-Off  Fingers.  By  Dr.  Alexander  P. 
Zatvarnitzky  (Arkhangelsk,  Russia.)  A  boy,  ast  13  years,  a  saw- 
mill worker,  managed  to  get  his  right  fore-finger  under  a  saw  moving 
at  full  speed.  Upon  examination  4  hours  later  (during  which  time  the 
patient  had  been  freely  bleeding  and  subjected  to  some  treatment  by 
pressure  with  dirty  rags),  the  author  found  that  the  nail  phalanx 
was  hanging  down  on  a  lateral  cutaneous  bridge,  i  cm.  wide,  having 
been  cut  off  through  the  point.  Having  thoroughly  cleansed  the  parts 
with  a  0.1%  corrosive  sublimate  lotion  and  arrested  all  haemor- 
rhage, he  powdered  the  wound  with  iodoform,  carefully  adjusted  the 
phalanx  to  the  digital  stump,  stitched  them  together  all  round  with  in- 
terrupted sutures,  again  powdered  with  iodoform,  fixed  with  strips  of 
adhesive  plaster,  dressed  with  hygroscopic  cotton  wool  and  gauze, 
placed  the  finger  on  a  pasteboard  splint,  and  ultimately  applied  a  nar- 
row roller  bandage.  On  removal  of  the  dressing  on  the  loth  day,  the 
phalanx  was  found  to  have  soundly  re-united.  About  4  weeks  later 
the  boy  resumed  his  work,  the  mobiUty  of  the  digit  improving  daily. 
The  author  also  related  another  case  referring  to  a  coachman  whose 
nail  phalanx  of  the  left  middle  finger  was  broken  off  through  the  joint 
by  a  horse,  only  the  extensor  and  flexon  tendons  remaining  intact. 
The  adjacent  soft  parts  were  intensely  crushed.  About  three  hours 
after  the  accident,  the  same  operation  as  in  the  former  case  was  per- 
formed. In  spite  of  strictest  antiseptic  precautions,  however,  no  re- 
union ensued,  but  serious  suppuration  developed.  To  prevent  an  up- 
ward spread  of  the  latter,  amputation  above  the  injured  joint  was 
ultimately  resorted  to.  Discussing  those  and  similar  other  cases  from 
his  practice.  Dr.  Zatvarnitzky  arrived  at  the  following  conclusions  con- 
cerning the  treatment  of  cut  or  torn  off  nail  phalanges  of  fingers. 
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I.  In  such  cases  where  there  are  present  severe  laceration  or  crush- 
ing of  soft  parts  or  comminuted  fracture  of  the  bone,  no  re-union  can 
be  expected.  Hence  it  is  advisable  to  resort  to  a  primary  amputation 
ot  the  phalanx  without  loss  of  time.  2.  In  such  cases  where  the  injury 
is  of  a  cutting  character  and  where  soft  parts  are  not  much  crushed, 
re-union  may  be  still  obtamed  even  when  several  hours  have  elapsed 
after  the  accident.  3.  Be,  however,  a  cut-off  phalanx  already  cold  and 
deadly  pale,  as  happens  in  cases  coming  late  under  observation,  it  is 
better  to  remove  the  part,  since  its  re-union  is  hardly  possible. — Pro- 
ceedings of  the  Ark/ia?igelsk  Medical  Society,   1889,  No.  5,  p.  15. 

Valerius  Idei  son  (Berne). 

GENITO-URINARY  ORGANS. 

I.  On  the  Amputation  of  the  Penis  and  the  Use  of 
Buried  Sutures  in  the  Same.  By  Dr.  H  Keller  (Czerny's  Hei- 
delberg Clinic).  After  an  historical  introduction  he  considers  the 
three  modern  methods.  That  by  the  galvano  cautery  and  the  one  by 
ecraseur  are  but  briefly  treated,  whilst  that  by  the  knife  is  naturally 
given  the  chief  space.  The  special  innovation  simply  refers  to  the 
control  of  oozing  and  late  hsemorrhage,  after  ligation  of  the  dorsal 
and  profunda  and  the  bulbo-urethrals.  "Both  corpora  cavernosa  are 
united  by  deeply  lying  transverse  catgut  sutures  in  such  a  way  that  the 
two  cut  surfaces  are  in  apposition  and  the  tunica  albuginea  of  both 
cavernosa  are  in  contact  in  front.  Then  follows  second  vertical  row 
of  stitches  drawing  together  the  external  skin  of  penis  over  the  su- 
tured cavernosa-stump.  Oozing  is  thus  immediately  stopped  and  only 
once  was  there  any  secondary  hsemorrhage — from  loosening  of  a  cat- 
gut thread.  The  history  of  the  principal  applications  of  the  buried  su- 
ture is  sketched,  starting  with  Steele  (1874). 

Statistically  he  uses  18  cases  from  the  last  ten  years.  The  patients' 
ages  ranged  from  29  to  85  years.  In  1 1  of  15  carcinoma  cases  phi- 
mosis was  found  as  a  cause  (Demarquay  found  42  out  of  59  and 
Kaufmann  28  of  158).  Like  Travers  he  observed  no  case  amongst 
Jews. 

In  I  case  the  growth  occurred  in  a  man  whose  wife  had  uterine  can- 
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cer  (Demarquay  notes  this  in  i  of  134.  Bruce  in  i  ;  Kaufmann  in  not 
one  of  158).  This  disease  gives  a  good  prognosis  as  to  relapse,  metas- 
tasis and  generah'zation,  until  the  inguinal  glands  become  affected. 
He  had  9  relapses  in  17  cases.  After  primary,  and  in  part  repeated 
operation  one  has  remained  9  years  free;  i  6;  two  3,  and  five  2  years. 
A  brief  history  of  each  case  is  appended. — Brims'  Beitrdge  klifi 
Chirg.,  i88g,  Vol.  4,  heft  it. 

William  Browning  (Brooklyn). 

II.     On  the  Treatment   of  Hydrocele   by    Incision.      By 

Dr.  Casimir  I.  Smigrodski  (St.  Petersburg,  Russia).  The  author 
publishes  14  cases  of  hydrocele  treated  after  Volkmann's  method  by 
himself  (3)  and  Dr.  Dombrowski  (11)  in  the  Petropavlovsky  Hospital 
during  the  last  3  years.  The  patients'  ages  varied  from  10  to  60  (7 
being  of  from  32  to  44),  the  duration  of  the  affection  from  5  months 
to  several  years.  Of  the  14  cases,  in  i  hydrocele  congenital  processus 
vaginahs  existed  ;  in  6  hydrocele  testis  et  funiculi  spermatici  (4  on  the 
left  side,  2  on  right);  in  5,  hydrocele  testis  (i  left  sided,  4  right  sided)  ; 
in  2,  haematocele  (right  sided).  After  incision,  the  vaginal  cavity  was 
washed  out  with  a  weak  solution  of  corrosive  sublimate,  both  during 
the  operation  and  on  dressing.  In  some  cases  the  whole  cavity  was 
plugged  with  iodoform  gauze,  but,  as  a  rule,  only  small  plugs  of  the 
same  material,  or  fine  drainage  tubes  were  inserted  into  the  angles  of 
the  wound,  the  remaining  part  of  the  incision  being  closed  with  mar- 
ginal and  deep  sutures.  The  plugs,  or  drainage  tubes,  were  removed 
in  a  few  days,  the  stitches  in  from  4  to  10.  In  a  majority  of  the  cases 
the  wound  healed /^r/r/w«w  ;  in  such  cases  where  the  cavity's  wall 
was  very  thick,  the  second  intention  was  brought  about  to  obtain  a 
complete  obhteration  of  the  cavity.  Recovery  took  place,  on  an  aver 
age,  in  32  days.  In  4  cases,  the  after-curse  was  entirely  apyretic  ;  in 
5,  the  temperature  rose  up  to  37.8°C.,  on  the  evening  after  the  oper 
ation;  in  5  it  oscillated  above  38°^-  for  the  first  2-8  days.  As  a 
rule,  some  swelhng  of  the  left  testis  operated  upon  was  observed.  In 
I  case  a  subcutaneous  abscess  developed  in  the  neighborhood  of  the 
wound  and  was  emptied  by  incision.      In  every  one  and  all  cure  was 
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obtained.  The  author's  general  conclusion  is  to  the  effect  that  Volk- 
mann's  method  gives  fully  satisfactory  results,  is  entirely  safe,  and 
may  be  practiced  in  patients  of  "almost  all  ages". — Bobiitchnaia 
Gazeta,  Bolkhia  No.  12,  1890,  p.   274. 

III.  Case  of  Gunshot  Wound  of  the  Bladder  and  Rec- 
tum ;  Recovery.  By  Dr.  Mikhail  M.  Velitchkin  (Askhabad, 
Transcaspian  Russia).  The  author  details  the  following  rare,  if  not 
unique,  case  :  A  middle  aged  Persian  thief,  when  trying  to  run  away 
from  a  policeman,  was  shot  from  a  rifle  and  fell  down,  bathing  in 
blood,  the  bullet  piercing  his  body  through  and  through.  On  exami- 
nation, II  hours  later,  the  hypogastric  region  was  found  to  be  some- 
what distended  and  very  tender,  the  iliac  ones  dark  red.  The  entrance 
wound  was  situated  in  the  left  buttock,  corresponding  to  the  sciatic 
notch,  the  rectum  being  perforated  about  7  cm.  above  the  anus.  The 
exit  wound  occupied  the  dorsal  aspect  of  the  penis  close  to  its  root;  it 
was  irregular,  gaping,  with  jagged  and  everted  edges,  and  could  freely 
admit  a  forefinger  which  penetrated  into  the  bladder.  From  both  of 
the  orifices  there  was  oozing  out  urine  united  with  faecal  matter,  not  a 
drop  passing  through  the  urethra.  The  penis  was  covered  with  dark- 
brown  bull^.For  aboufi2  days  the  patient  was  rather  weak  and  had  fe- 
ver (up  to  39.6°C  )  with  profuse  diarrhcea,  but  later  on  a  steady  gen- 
eral improvement  set  in.  On  the  24th  day,  the  entrance  orifice  soundly 
healed  ;  on  the  29th,  the  posterior  wound  of  the  bladder  (since  the 
urine  ceased  to  contam  faeces)  ;  on  the  5Sth,  the  urine  began  to  nor- 
mally flow  from  the  urethra  ;  on  the  74th,  the  exit  wound  completely 
closed;  on  the  85th,  the  patient  was  discharged  quite  well.  The  treat- 
ment consisted  in  washing  out  the  wounds  with  a  0.1%  solution  of  cor- 
rosive sublimate,  alternately  with  a  3%  boracic  acid  lotion  and  a  2% 
sahcylic  acid  i  ;  in  the  beginning  opium,  valerian,  Hoffmann's  tincture 
and  brandy  were  administered  internally  ;  later  on,  catheterization  was 
resorted  to.  The  patient  made  all  possible  efforts  to  prevent  healing 
of  his  lesions,  since  he  feared  that  after  his  discharge  from  the  hospi- 
tal, he  might  be  punished  by  hanging. — Russkaa  Meditzijiia,  No.  3, 
1890,  p   39. 

Vai.erjus  Idelson  (Berne^. 
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IV.  Experimental  Studies  in  the  Surgery  of  the  Kid- 
neys. By  TuFFiER  (Paris).  The  experimental  studies  of  the  author, 
exclusively  made  on  dogs,  concern  the  four  major  operations,  which, 
at  the  present,  are  chiefly  performed  on  the  kidney:  nephrectomy, 
nephrorraphy,  nephrotomy,  and  urethrotomy.  By  several  operations 
following  each  other  Tufifier  removed  first  the  right  kidney,  then 
through  several  times  repeated  partial  sub-capsular  resection  the  left 
kidney.  He  found  that  a  nearly  complete  cessation  of  the  excretion 
of  urine  and  urea  followed  every  nephrectomy,  which,  however,  never 
lasted  more  than  24  hours.  After  six  days  the  equilibrium  is  again  es- 
tablished, and  the  more  quickly  so  the  less  of  the  parenchyma  of  the 
kidney  has  been  removed.  The  suppression  of  the  secretion  of  urine 
the  author  declares  to  be  reflex,  as  the  remaining  capsule  has  been 
found  to  be  in  a  healthy  state. 

From  his  experiments  Tufifier  draws  the  conclusion  that  pro  kilo- 
gramme animal  (approximately)  i.o  to  1.5  grammes  secreting  renal 
parenchyma  are  required  on  an  average.  In  this  approximation  the 
subcutaneous  fatty  tissue  is  not  included,  which  is  regarded  as  "dead 
weight"  by  Tufifier.  If  we  estimate  the  average  weight  of  person  at 
70  kilogrammes,  then  he  requires  80  to  100  grammes  kidney,  i.e.,  only 
a  third  or  one-fourth  of  that  which  he  actually  possesses.  The  ani- 
mals which  were  used  in  the  experiments,  died,  not  from  uraemia  in 
consequence  of  these  successive  nephrectomies,  as  one  would  be  led 
to  believe.  The  remaining  part  of  the  kidney-structure  continued  to 
perform  its  function,  as  could  be  seen  from  the  urine  contained  in  the 
bladder.  The  animals  die,  after  24  to  36  hours,  in  profound  collapse, 
similar  to  that  which  is  described  as  traumatic  shock  following  opera- 
tions. The  compensation  takes  place  in  part  by  actual  hypertrophy 
of  the  renal  parenchyma;  in  part  by  new  formation  of  glomeruH. 

It  results  practically  from  these  experiments  that  nephrectomy  is 
tolerated  without  any  danger  if  the  second  kidney  be  in  a  healthy 
state.  Information  about  its  functional  ability  may  be  obtained  by  es- 
timating the  amount  of  urea  secreted  by  it.  Regarding  nephrorraphy 
Tufifier  prefers  it  to  nephrectomy  in  all  cases  of  floating  kidney.  The 
cause  of  the  so  frequent  failure  in  nephrorrhaphy  he  recognizes  in  the 
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weakness  of  the  cicatrix  and  proposes  two  new  methods  in  order  to 
obtain  a  more  resistant  cicatrix.  One  of  these  methods  has  already 
been  employed  twice  in  the  human  subject.  The  obstacle  for  a  good 
fixation  is  offered  by  the  capsule,  which  he  advises  to  destroy  in  order 
to  get  a  solid  adhesion. 

Further  on  the  author  treats  of  the  surgical  invasions  and  contu- 
sions of  the  kidneys,  the  prima  intentio  in  suture  of  the  kidney,  the 
cicatrices  after  the  nephrectomy,  etc.,  referring  very  frequently  to  the 
works  of  French  and  English  authors.  In  the  next  chapter  he  speaks 
of  experimental  investigations,  why  wounds  of  the  kidneys  do  not  sup- 
purate and  do  not  become  infiltrated  with  urine,  with  important  exper- 
iments on  the  toxicity  of  urine.  From  Chapter  IV.  follows  that 
aseptic  foreign  bodies  may  lodge  in  the  kidney  without  causing  any 
damage.  The  ^ext  chapter  treats  of  urethrotomy,  the  direction  in  in- 
cising the  ureter,  the  difficulty  in  the  union  of  horizontal  wounds  of  it 
and  the  application  of  these  phenomena  to  the  treatment  of  urethral 
calculi.  Numerous  illustrations  accompany  the  descriptions  of  the  au- 
thor. (G.  Steinheil,  Paris,  i88g.  pp.  166.  Centralblatt  fur  Gyna- 
kolog.,  3,  1890.) 

V.  A  Case  of  Extirpation  of  the  Kidney  in  a  Child,  aet.  3 
Years.  By  Prof.  Dohrn  (Konigsberg).  Extirpation  of  the  kidney 
in  children  belongs  to  the  rarest  occurrences,  and  therefore  the  follow- 
ing case  operated  upon  by  the  author  is  of  interest. 

The  patient,  a  girl,  set.  3  years.  A  tumor  had  developed,  since  10 
weeks,  in  the  right  abdominal  region.  The  child  comes  from  a  heal- 
thy family,  and  is  otherwise  normally  developed.  She  never  com- 
plained of  any  pain;  appetite,  urination  and  defecation  normal;  no  oede- 
ma is  noticeable;  the  thoracic  viscera  are  perfectly  normal;  the  urine  is 
slightly  albuminous;  the  microscope  reveals  no  casts. 

In  the  right  abdominal  region  a  tumor  of  the  size  of  a  child's  head 
could  be  made  out,  which  extended  above  up  to  the  edge  of  the  last 
rib  and  below  rested  upon  the  wing  of  the  right  ilium,  anteriorly  pass- 
ing with  its  left  edge  2  cm.  beyond  the  median  line.  Behind  it  ex- 
tended to  within  one  inch  distance  to  the  spinal  column.     From  below 
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it  coukl  be  lifted  to  such  a  degree  from  the  pelvis  that  a  connection 
with  the  pelvic  genitals  could  be  excluded.  The  surface  was  felt  to  be 
wave  like,  uneven.  The  abdominal  wall  was  perfectly  movable  over 
the  tumor.     The  inguinal  glands  were  not  swollen. 

A  rapidly  growing  neoplasm  of  the  right  kidney  was  diagnosticated 
and  only  by  laparotomy  was  it  possible  to  save  the  child's  life.  An  ab- 
dominal incision  was  made,  beginning  at  the  umbilicus  and  carrying  it 
down  to  the  right  superior  anterior  spine  of  the  ilium.  The  incision 
occupied  the  external  edge  of  the  musculus  rectus  and  was  8  cm.  long. 
After  the  abdominal  wall  had  been  split  the  tumor,  which  was  of  a 
grayish  color  and  covered  by  the  peritoneum  and  colon,  bulged  out. 
Hoping  to  remove  it  without  interfering  more  closely  with  the  abdomi- 
nal organs,  Dohrn  sutured  the  peritoneal  covering  of  the  tumor  to  the 
peritoneum  of  the  wound  before  he  spUt  the  tumor.  He  could  not, 
however,  preserve  this  exclusion  of  the  abdominal  cavity  in  the  course 
of  the  operation.  Many  adhesions,  which  were  difficult  to  break  up, 
were  present.  The  ureter  and  the  large  vessels  could  be  easily  ligated. 
After  the  removal  of  the  tumor  and  careful  cleansing  of  the  wound 
cavity,  the  abdominal  cavity  was  closed  by  button  sutures  of  silk  and 
an  iodoform  gauze  dressing  applied.  The  healing  process  took  its 
course  without  fever.  In  the  4th  week  after  the  operation  the  patient 
was  discharged;  she  is  now,  over  two  months  after  the  operation,  per- 
fectly well. 

The  macroscopic  and  microscopic  examination  of  the  tumor  was 
made  by  Prof.  Nauwerck.     It  proved  to  be  a  small  celled  sarcoma. 

Dohrn  thinks  that  such  tumors  will  have  to  be  classed  in  accordance 
with  Cohnheim's  views,  amongst  teratomata,  and  their  origin  may  be 
sought  for  in  fcetal  life. 

Extirpations  of  such  tumors  in  children  belong  to  the  most  recent 
time.  Fischer  {^Deutsche  Zeitschrsft  fur  Chir.,  1889,  Bd.  xxix.)  tabu- 
lated 25  such  cases  with  a  mortahty  of  48%.  To  these  cases  Schede 
(Experiences  on  Extirpations  of  the  Kidney),  Czerny  {Arch,  fur  Kin- 
derheilkunde,  1890,  4),  Roberts  {Schmidt  Jahrb.,  1889,  Heft  11)  add- 
ed others.     Including    Dohrn's  case   the   recent  literature  contains  29 
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cases  with  a  mortalitv  (due  to  the  operation)   of  44.9^;^. — Ce?itralb/att 
fur  GynakoL,  16,  1890. 

F.  H.  Pritchard  (Boston). 

VI.  The  Question  of  Partial  Extirpation  of  the  Kid- 
ney. By  Dr.  Kummel  (Hamburg).  Kiinimel  refers  to  Tuffier's 
experiments  upon  lower  animals,  who  determined  that  the  percentage 
of  functionally  perfect  kidney  structure  required  in  each  animal  cor- 
responded to  the  proportion  of  i  to  1,000  or,  at  the  least,  i  to  2,000. 
Estimating  thus,  Kiimmel  shows  that  the  human  body  is  provided  with 
a  much  larger  proportion  of  kidney  structure,  and  that  from  ^/.>  to  \ 
less  than  that  which  is  now  provided  would  be  sufficient.  Partial  ex- 
tirpation is,  therefore,  considered  justifiable  in  certain  conditions  (ab- 
scess of  the  kidney,  when  not  too  extensive,  injuries  and  circumscribed 
new  formations).  Reference  is  made  to  a  case  in  which,  following  ex 
tirpation  of  one  kidney  a  portion  of  the  remaining  organ  was  finally 
sacrificed.  A  case  is  also  quoted  from  the  last  Congress  of  Natural- 
ists, at  Heidelburg,  by  Herczel,  of  Czerny's  Clinic,  in  which,  following 
an  injury,  a  swelling  appeared  in  the  lumbar  region,  which  proved 
upon  incision  to  be  the  kidney  with  its  pelvis  filled  with  a  thin  gruel 
like  material.  This  was  emptied  and  diseased  and  broken  down  por- 
tions of  the  kidney  structure  removed.  Recovery  followed.  Two 
cases  of  partial  extirpation  are  reported  in  lull  by  the  author.  Of  them 
the  first  occurred  in  a  heretofore  strong  and  healthy  woman,  who  had 
recently  decreased  markedly  in  weight,  and  in  whose  right  side,  be- 
neath the  ribs  appeared  a  swelling  the  size  of  a  fist,  not  painful  upon 
pressure.  Upon  incision  the  organ  was  found  to  be  i4-  times  its  nor- 
mal size  and  in  its  substance  there  was  found  to  be  embedded  a  calcu  ■ 
lus  the  size  of  an  English  walnut,  the  kidney  itself  being  occupied  by 
several  suppurating  cavities.  The  calculus  was  removed  and  the  w^als 
of  the  abscesses  removed  by  dissection  so  as  to  leave  but  one  large 
cavity,  more  than  one-third  of  the  kidney  structure  being  thus  sacri- 
ficed and  the  cavity  tamponed  with  iodoform  gauze.  The  patient  left 
the  bed  on  the  third  day,  healing  took  place  rapidly,  and  a  noticea 
ble  feature  of  the  case  was  the  fact  that  not  a  single  drop  of  urine  ever 
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came  from  the  wound  in  the  loin  ;  the  ureter  carrying  off  the  secretion 
from  the  first.  In  the  second  case,  a  man,  aet.  58  years,  the  author  ex- 
tirpated the  upper  convex  portion  of  the  kidney  for  a  diseased  condi- 
tion of  the  organ.  In  this  case  hkewise,  no  urine  escaped  by  the  wound 
the  patient  bore  the  operation  remarkably  well,  no  disturbance  of  the 
renal  function  following. 

A  practical  point  is  suggested  by  the  author  in  connection  with  these 
two  cases.  From  the  well-known  fact  that  wounds  of  the  pelvis  heal 
but  very  slowly,  urinary  fistulas  frequently  following,  he  suggests,  in 
view  of  his  very  favorable  experience,  that  the  best  result  to  the  pelvis 
in  exploring  for  renal  calculi  is  through  the  kidney  structure  itself, 
rather  than  incision  into  the  pelvis  of  that  organ.  This  suggestion  has 
already  been  made  by  Israel,  according  to  Kiimmel. — Centblatt  f. 
Chirg..i2>C)0,  No.  18. 

VII.     Contribution  to  the  Study  of   Inguinal  Cystocele. 

By  Drs.  Monod  and  Delageniere.  Three  cases  of  this  condition 
are  given  iti  extenso,  but  which  briefly  stated  are  as  follows :  The  first 
patient,  aet.  43  years,  was  the  subject  of  a  left-sided  hernia  ;  strangula- 
tion ;  operation  on  the  second  day.  Besides  the  ordinary  contents  of 
a  hernial  sac,  there  was  found  a  portion  of  the  bladder  situated  in 
front  of  the  latter,  covered  in  a  mass  of  lipomatous  tissue,  and  free 
from  peritoneum.  The  bladder  was  accidentally  opened  during  the 
operation,  and  immediately  sutured.  Recovery  followed.  The  second 
case  occurred  in  a  patient,  aet.  44  years,  with  a  small,  left-sided,  irredu- 
cible hernia,  painful  but  not  strangulated.  Diagnosis  of  omental  her- 
nia made.  At  the  operation  a  small  empty  hernial  sac  was  found;  be- 
low and  to  the  inner  side  of  this  there  was  found  a  mass  of  hpoma, 
and  behind  this  a  portion  of  the  bladder,  which  during  the  operation 
was  unintentionally  opened.  Suture  of  the  bladder  and  return  of  the 
same.  Recovery.  The  third  case  occurred  in  a  patient,  aet.  53  years, 
who  also  suffered  from  left-sided  hernia.  In  spite  of  wearing  a  truss 
considerable  pain  followed  in  an  hour  after  each  meal  unless  the  re- 
cumbent posture  was  assumed.  Usually,  at  the  end  of  urination  a  few 
drops  of  blood  were  noticed.      The  hernia  was  irreducible,  solid,  and 
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the  course  of  the  spermatic  cord  could  be  followed,  stretched  over  the 
tumor.  Injection  into  the  bladder  failed  to  increase  the  size  of  the 
hernia,  but  overstretching  of  the  viscus  produced  pain  in  the  inguinal 
region.  During  the  operation  the  bladder  was  shown  to  be  free  from 
peritoneal  covering,  but  was  attached  by  means  of  lipomatons  masses 
to  the  inguinal  canal.  The  adhesions  were  loosened  and  the  bladder 
reduced.  At  first  an  afebrile  course  followed;  later  on,  moderate  sup- 
puration. The  patient  died  on  the  13th  da}'  from  a  i)ulmonary  affec- 
tion. 

It  will  be  noticed  that  these  cases  possess  this  in  common,  that 
masses  of  lipoma  were  found  overlying  the  bladder  wall.  It  is  sug- 
gested that  the  original  condition  consisted  in  a  lipoma  of  the  lower 
wall  of  the  bladder,  having  no  peritoneal  covering,  which  by  constant 
pressure  crowds  into  the  inguinal,  partly  by  the  dragging  influence  of 
the  mass,  and  partly  by  the  pressure  from  behind.  Although  at  first 
free  from  peritoneal  investment,  it  may  be  readily  imagined  that  a  per- 
sistence of  this  combined  pushing  and  dragging  influence  must  neces- 
sarily result  in  a  projection  of  portions  of  the  bladder  into  the  canal 
which  shall  carry  peritoneum  along,  and  thus  form  a  sac  in  which  her- 
niated portions  of  the  intestinal  canal  may  find  entrance.  The  pas- 
sage of  that  portion  of  the  bladder  wall  covered  by  peritoneum  into 
the  canal  as  a  primary  occurrence,  is  considered  by  the  author  as  out 
of  the  question. 

The  diagnosis  of  inguinal  cystocele  is  attended  with  difficulty.  The 
occurrence  of  decided  pain  in  the  neighborhood  of  the  hernia,  upon 
distending  the  bladder,  should  be  looked  upon  with  suspicion.  In  the 
last  case  this  was  well  marked.  An  increase  in  size  of  the  herniated 
portion  of  the  bladder  wall  will  only  occur  exceptionally.  In  all  cases 
in  which  during  an  operation  for  hernia,  lipomatous  masses  are  found 
lying  in  the  canal,  the  condition  should  be  suspected  and  measures 
taken  to  guard  against  some  of  the  disagreeable  accidents  which  may 
follow  an  accidental  wounding  of  the  bladder.  Should  such  be  found 
to  be  present,  the  operator  should  not  only  free  and  replace  the  blad- 
der, but  should  likewise  aim  to  guard  against  the  recurrence  of  the 
cystocele  by   a  removal  of  the   lipomatous   masses  themselves,   even 
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though  this  involve  opening  the  bladder  and  excision  of  a  portion  of 
its  wall.  In  the  after  treatment,  irrigation  of  the  bladder  is  unneces- 
sary, but  the  latter  should  be  emptied  at  least  twice  a  day  by  means 
of  the  catheter — Revue  de  Chirg.,  1889,  No.  9. 

George  R.  Fowler  (Brooklyn). 

TUMORS. 

I.  A  Case  of  Actinomycosis.  By  V.  Iterson  and  Siegen- 
BECK  VAN  Henkelom.  The  patient,  a  woman,  aet.  45  years,  had  al- 
ways been  well  up  to  the  appearance  of  this  trouble.  She  complained 
of  pain  in  the  right  side  of  the  abdomen.  On  inspection  of  the  abdo- 
men a  tumor  extending  upward  from  the  symphysis  pubis  and  the 
right  Poupart's  ligament  was  seen.  A  certain  diagnosis  could  not  be 
made,  and  the  patient  was  treated  expectantly.  Ten  days  later  there 
was  fever.  The  tumor  became  larger,  very  painful,  adherent  to  the 
skin,  and  fluctuating.  An  incision  was  made,  whereupon  a  quantity 
of  thick  pus  was  evacuated;  the  finger  could  be  pushed  into  a  cavity 
with  thick  walls.  This  cavity  was  cleansed  with  a  solution  of  corro- 
sive sublimate  (1:1,000).  Microscopic  examination  of  an  excised  piece 
of  the  wall  of  the  cavity  showed  that  although  a  sarcoma  was  not  to 
be  excluded,  an  inflammatory  infiltration  was  more  probably  present. 
The  indurated  swelling  of  the  margins  extended  more  and  more.  This 
was  followed  by  progressive  infiltration,  with  the  formation  of  ab- 
scesses, spontaneous  a-bsorption  taking  place  at  one  place  and  exten- 
sion of  the  process  at  another.  A  fistula  was  present,  with  weak  gran- 
ulations, while  the  lymphatic  glands  were  free.  Actinomycosis-gran- 
ules  were  never  discovered.  The  large  affected  piece  of  skin  was  ex- 
tirpated and  the  floor  of  the  cavity  curetted.  Recovery  took  place. 
Microscopic  examination  revealed  only  very  few  of  the  characteristic 
granules,  while  complete  mycelias  were  found  in  the  tissues,  and  put, 
which  could  be  easily  recognized  by  Gram's  method. — Nederl.  Weekbl., 

I,  i2,  1889. 

F.  H.  Pritchard  (Boston). 

II.  Congenital  Sacro-Coccygeal   Tumor.       By  Dr.  Mikail 
P.  Iakovleff  (Tambov,  Russia).     A  well-nourished  and  normally  de- 
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velbped  peasant  girl,  set.  3  months,  was  brought  to  the  author  on  ac- 
count of  a  rapidly  growing  congenital  tumor,  situated  in  the  sacro- 
coccygeal region.  The  tumor  had  the  size  of  a  male  fist  (while  at  first 
it  had  not  been  larger  than  a  nut),  and  was  slightly  movable,  irregu- 
larly shaped,  knotty,  partly  fluctuating,  partly  soft  or  dense,  and  cov- 
ered with  partially  adherent  tense  skin,  traversed  by  numerous  dilated 
veins.  A  finger  introduced  into  the  rectum  detected  a  circular  hole  in 
the  sacrum  (3  cm.  above  the  anus),  through  which  the  base  of  the  tu- 
mor could  be  easily  reached.  On  removal  of  the  growth,  a  portion  of 
the  latter  was  found  to  be  embedded  in  the  pelvic  cavity,  the  remain- 
ing mass  lying  on  the  lumbo-dorsal  fascia  between  the  attachments  ot 
the  great  gluteal  muscles.  Only  the  extra-pelvic  portion  was  excised, 
the  operation  being  on  the  whole  easy,  haemorrhage  but  trifling.  The 
wound  speedily  healed  without  any  complications.  On  examination 
the  tumor  proved  to  be  enclosed  with  a  dense  fibrous  capsule  and  to 
contain  numberless  cysts,  varying  in  size  from  a  millet  seed  to  a  cherry, 
and  fiUed,  some  with  a  transparent  fluid,  some  with  a  turbid  thickly 
matter.  Under  the  microscope  the  cysts  were  found  to  be  lined  with 
endothelium.  Peripheral  strata  of  the  stroma  were  made  of  young 
connective  tissue  abounding  in  cellular  elements,  while  central  layers 
consisted  of  connective  and  mucous  tissues,  fatty  lobules  and  bundles 
of  striated  and  non-striated  muscle  fibres,  all  the  elements  being  inter- 
mixed in  a  chaotic  disorder.  According  to  Dr.  lakovleff's  theory,  the 
tumor  represented  a  teratoma  or  a  rudimentary  "parasitic"  fcetus. 
Prof.  Theodor  I.  Klein,  the  distinguished  pathologist  of  Moscow, 
however,  is  inclined  to  think  that  the  author  had  to  deal  with  a  rare 
case  of  rhabdomyoma. — Proceedings  of  the  Tambov  Medical  Society, 
No.  2,  1890,  p.  27. 

Valerius  Idelson  (Heme). 

BONES,  JOINTS,  ORTHOPEDIC. 

I.  Spina  Bifida.  By  Dr.  DeRuvter.  This  is  a  study  of  the  indi- 
cations for  interference  in  cases  of  this  distressing  and  usually  hopeless 
congenital  condition.  During  the  last  two  years  25  cases  have  been  pre- 
sented at  the  Berlin  University  clinic  (von  Bergmann).  The  division  of 
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Recklinghausen  is  followed,  /.  e.,  meningocele,  meningomyelocele  and 
myelocystocele.  The  first  contains  only  cerebro-spinal  fluid  and  com- 
municates with  the  spinal  canal;  the  second  contains,  in  addition  to  the 
cerebro-spinal  fluid,  some  of  the  essential  elements  of  the  nerve  centres, 
while  the  third  variety  consists  of  a  cyst  the  walls  of  which  are  made  up 
of  the  structures  of  the  cord  itself,  the  cavity  being  filled  with  cerebro- 
spinal fluid. 

\The  first  of  these  (meningocele)  is  operable  as  a  rule,  and  inter- 
ference is  here  advised.  The  danger  of  septic  infection  is  considera- 
ble, but  not  insurmountable.  It  is  to  be  borne  in  mind  that  patients 
who  are  refused  operation  under  these  circumstances  are  in  constant 
danger  of  lighting  up  a  meningitis,  originating  at  the  point  of  menin- 
gocele. 

Cases  of  the  above  form  are  of  great  infrequency;  not  so,  however, 
the  second  (meningomyelocele).  In  cases  ot  this  variety  of  the  af- 
fection, those  only  are  operable  where  the  proportion  of  the  essential 
elements  of  the  cord  involved  in  the  cyst  wall  is  small,  and  derived 
from  a  point  below  the  sacral  plexus.  All  cases  are  to  be  excluded 
from  operative  interference  in  which  the  nerves  given  off  from  the 
spinal  cord  lying  in  the  median  Ime  pass  to  the  cyst  wall,  and  thence 
to  the  intervertebral  foramina. 

The  third  variety,  that  of  myelocystocele,  is  to  be  excluded  from 
the  question  of  operative  interference  altogether,  according  to  Ruyter. 
This  depends  not  so  much  upon  the  fact  that  fears  are  to  be  enter- 
tained regarding  the  danger  arising  from  removal  of  small  portions  of 
the  cord  itself  in  extirpating  portions  of  the  sac;  nor  those  due  to  in- 
fection, but  the  author's  reasons  fornot  interfering  in  this  class  of  cases 
arise  rather  from  the  fact  that,  as  a  rule,  these  cysts  are  small,  the 
skin  is  sound,  and  it  is  believed  that  the  patient's  condition  is  but 
slightly  improved  by  the  operation. 

The  following  points  relating  to  diagnosis  are  to  be  particularly 
noted:  Meningocele  and  meningomyelocele  always  occur  in  the  me- 
dian line.  The  first  is  possessed  of  a  well-marked  and  symmetrical 
translucency,  as  shown  by  transmitted  electric  light.  It  is  generally 
situated  higher  up  on  the  vertebral  column  than  the  latter,  and  the 
bony  defect,  in  all  cases  reported,  is  closed  below  the  tumor.     In  men- 
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ingomyelocele,  certain  skin  defects  are  apt  to  be  present,  with  vascu 
lar  area  and  an  umblicated  appearance.  Transmitted  electric  light 
shows  duplications  or  folds  in  the  sac,  which  mark  the  site  of  nerve 
structures  involved.  The  bony  defect  is  not  closed  immediately  be- 
low the  lower  margin  of  the  tumor  in  this  variety,  but  is  continued  to 
the  coccyx.  A  distinguishing  and  characteristic  feature  of  myelocys- 
tocele relates  to  the  fact  that  it  is  always  and  invariably  situated  lat- 
terly. According  to  von  Recklinghausen,  extrophy  of  the  bladder,  in 
testinal  fissure,  genital  fissure,  and  other  arrests  of  development,  are 
common  in  this  form  of  spina  bifida;  a  case  reported  by  the  author, 
however,  proved  in  other  respects  to  be  quite  normal. 

In  doubtful  cases,  puncture  or  an  explorative  incision  is  considered 
justifiable  for  diagnostic  purposes.  This  will  be  needed  in  the  ma- 
jority of  cases.  If  it  be  found  that  the  case  is  one  of  the  operable  va- 
riety, the  incision,  which  should  always  be  made  at  the  lower  margin 
of  the  tumor,  and  involves  the  skin  only,  is  continued  to  the  extent  of 
freeing  the  cyst  from  its  underlying  attachments.  The  pedicle  is  freed 
as  well,  and  a  provisional  elastic  ligature  applied,  the  sac  incised  and 
accurately  sutured  beyond  the  ligature,  the  latter  loosened  and  the 
skin  united. 

Of  the  25  cases  upon  which  this  study  is  based,  8  were  considered 
operable  in  a  radical  manner.  Of  these,  5  died.  Of  the  remaining 
number,  12  perished  either  from  causes  referable  to  their  weakened 
condition  at  birth,  to  the  effects  of  the  spina  bifida  itself  (meningitis, 
etc.),  or  to  subsequent  complications  (pleuritis,  etc.).  Of  those  ope- 
rated upon,  death  took  place  apparently  from  pure  asthenia,  in  most 
of  the  cases;  a  persistent  flow  of  cerebro-spinal  fluid  was  present  in  all 
the  fatal  cases.  This,  being  non-coagulable,  will  not  be  arrested  by 
simple  pressure,  and  it  is  suggested  that  buried  sutures  or  the  applica- 
tion of  a  Lembert  suture  would  be  effectual  in  overcoming  this,  the 
most  disagreeable  feature  of  the  operative  treatment  of  spina  bifida. 

In  cases  in  which  there  is  present  a  narrow  pedicle  to  the  tumor, 
there  is  always  a  temptation  to  ligate  the  entire  protrusion  en  masse; 
the  author  prefers,  however,  to  dissect  away  the  coverings  of  the  sac, 
and  open  the  same  as  above  described. 
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The  inoperable  cases  are  to  be  treated  by  aspiration  after  careful 
disinfection  and  the  application  of  ointments  in  cases  in  which  ulcera- 
tion has  already  taken  place.  Pressure  should  be  carefully  avoided. — 
Arch.f.  Chirg.,  1890,  Bd.  XL.  Heft.  i. 

George  R.  Fowler  (Brooklyn). 

II.  Acute  Osteomyelitis  in  Adults.  By  T.  V.  Popoff  (Mos 
cow,  Russia).  The  writer  describes  4  cases  of  acute  osteomyelitis  in 
adults  which  came  under  his  observation  in  Professor  V.  I.  Kuzmin's 
clinic;  of  these  3  ending  in  recovery,  i  in  death.  He  arrives  at  the 
following  conclusions:  (i)  Contrary  to  Hoffmann's  and  Berger's  as- 
sertions, acute  idiopathic  osteomyelitis  occurs  not  only  in  children,  but 
also  in  adults.  (2)  Most  commonly  it  attacks  the  diaphysis  in  the  re- 
gion of  the  nutrient  artery.  (3)  The  latter  circumstance  naturally 
suggests  that  the  pathogenic  agent  penetrates  into  the  bone  through 
the  vessel.  (4)  The  disease  is  caused  by  the  same  pathogenic  mi- 
crobes as  in  children.  (5)  The  course  and  issue  are  very  much  like 
those  in  children. —  Vratch,  No.  2,  1890,  p.  45. 

III.  Ignipuncture  in  Affections  of  Joints  and  Bones.  .  By 

Dr.  Mikhail  I.  Fenster  (St.  Petersburg,  Russia).  The  author  con- 
tributes a  valuable  monograph  on  this  important  subject,  based  on  12 
cases  of  his  own  and  on  the  study  of  cases  pubHshed  by  Kolomnin  (153), 
Trolanoffr3i),  Prof.  Th.  Korber  (19),  Trapenard  (17),  Juillard  (11)^ 
Randone  Francesca  (10),  Triboul  (4),  Albert,  Bonnet,  BoutineaU,  Bill- 
roth, Bouchacourt,  Brun,  Burgez,  Malot,  Charvot,  Cornaz,  Duplouy, 
Dumas,  Estor,  Forestier,  Guillaud.  Gruenberg,  Guerin,  Hoffa,  Im- 
hert  Delonnes,  Lagout,  Prof.  Lister,  Mennehaus,  Morel,  Notta,  Ch. 
Nelaton,  Oilier,  Percy,  Phillipeau,  Paquelin,'Richet,  Sedillot,  and  Vin- 
cent. The  following  are  the  main  propositions  brought  forward  by 
Dr.  Fenster  :  (i)  The  chief  effects  of  ignipuncture  are  these:  a.  it  acts 
as  a  more  or  less  powerful  revulsive;  b.  it  relieves  pain,  which  is,  prob_ 
ably,  dependent  upon  its  lowering  the  intraosseous  tension  ;  c.  it  pro- 
motes cicatrization  of  soft  tissues  and  sclerosis  of  bone  and  eo  ipso 
brings  about  subsidence  of  tumefaction  of  periarticular  and  periosse- 
ous  soft  tissues  and — to  a  certain  extent— of  the  joint  or  bone  itself;  d. 
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it  destroys  a  certain  amount  of  diseased  tissues  and  pathogenic  mi- 
crobes present  therein.  (2)  Ignipuncture  gives  best  results,  a.  in  such 
cases  of  more  or  less  recent  granulating  or  fungating  articular  inflam- 
mations (of  from  I  to  1 2  months'  standing)  in  which  the  morbid  pro- 
cess has  started  from  the  epiphysis,  has  a  traumatic  origin  (has  been 
caused  by  contusion,  distortion,  etc.)  and  is  not  accompanied  by  clin- 
ically distinct  suppuration;  b.  in  cases  of  chronic  primary  osteomyelitis 
of  epiphyses  of  long  bones  without  any  serious  implication  of  the  joint. 
In  such  cases  ignipuncture  may  often  prevent  spreading  of  the  process 
to  the  adjacent  joint,  and  even  may  cut  short  an  incipient  fungous  in- 
flammation of  the  latter,  c.  in  cases  of  rarefying  osteitis  attacking 
short  bones,  especially  of  the  foot  in  children.  (3)  The  procedure  is 
further  indicated,  though  its  curative  effects  here  are  less  constant  and 
less  pronounced,  a.  in  obstinate  and  inveterate  cases  of  granulating  in- 
flammation of  joints  (of  many  years'  standing);  b.  in  such  cases  where 
the  morbid  process  has  started  from,  and  is  mainly  localized  in,  the 
articular  capsule  (the  so-called  "primary  synovial"  variety)  and  runs  its 
course  without  marked  suppuration.  (4)  Less  apparent  are  beneficial 
effects  of  ignipuncture  in  a.  cases  of  granular  arthritis  complicated  by 
suppuration  and  ulceration  of  integuments,  either  by  fistules  leading 
into  the  articular  cavity  or  bone,  or  by  periarticular  abscesses  in  soft 
tissues  without  any  communication  with  the  jomt).  Still,  the  proced- 
ure may  be  sometimes  resorted  to  with  advantage,  even  in  such  cases, 
but  only  as  an  adjunct  to  more  radical  measures  (such  as  opening  the 
joint,  evidement  of  tubercular  foci,  etc.);  b.  in  ostitis  pelvica  (even 
without  fistules).  (5)  The  value  of  Francesca's  recommendation  to 
practice  ignipuncture  in  cases  of  hydarthros  remains  yet  to  be  deter- 
mined. (6)  Technically,  the  operation  is  very  simple,  but  should  be 
always  performed  under  all  antiseptic  precautions  and,  when  possible, 
under  chloroform.  The  best  instrument  for  the  purpose  is  Paquelin's 
thermocautery  (pktinum  armatura).  The  operative  field  should  be 
previously  cleanly  shaven,  the  whole  limb  washed  out  with  water  and 
soap  (by  means  of  a  brush),  then  irrigated  with  a  o.i^o  solution  of  cor- 
rosive sublimate,  and  covered  with  a  piece  of  iodoform  gauze  soaked 
in  the  same  lotion,  the  compress  being  removed  just  before  the  opera- 
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tion.  Each  puncture  as  soon  as  it  has  been  made  should  be  covered 
with  a  moist  aseptic  pellet.  The  operation  over,  the  punctures  are 
powdered  with  fine  iodoform,  the  whole  region  operated  upon  covered 
with  fine  iodoform  gauze  and  a  thick  layer  of  corrosive  sublimate  cotton 
wool,  the  whole  fixed  with  a  soft  mushn  roller,  and  the  limb  placed  in 
splints  and  suspended.  Most  of  the  punctures  heal  (without  any  com- 
plications) between  a  14th  and  20th  day.  The  number  of  punctures 
necessarily  varies  according  to  the  peculiarities  of  the  case.  Thus,  in 
such  cases  where  the  hiorbid  process  is  localized  in  the  spongy  sub- 
stance of  the  epiphysis  {e.  g.,  of  a  malleolus  of  the  tibia  or  fibula  or  a 
condyle  of  the  femur),  2  or  3  punctures  are  usually  sufficient  for  all 
purposes.  In  coxitis,  a  single  deep  puncture  into  the  neck  of  the 
femur  (after  trephining  and  drilling  the  major  trochanter)  is,  as  a  rule, 
required.  In  cases  of  an  extensive  lesion  involving  an  entire  joint  or 
both  of  the  epiphyses,  multiple  punctures  should  be  made,  in  2  or  3 
cm.  one  from  another.  The  size  of  the  puncture  is  determined  by 
most  tender  or  painful  points.  In  a  vast  majority  of  cases,  a  single 
sitting  is  sufficient;  in  some,  however,  the  operation  should  be  repeated 
once  or  twice.  [As  far  as  Russia  is  concerned,  ignipuncture  as  a 
method  for  treating  diseases  of  joints  and  bones  has  been  introduced 
by  the  late  Prof.  S.  P.  Kolomnin  in  1880.  One  of  his  papers  on 
the  subject  may  be  found  in  the  Londoft  Medical  Record, 
Jan.  1883,  p.  30;  another  in  the  Transactio7is  of  the  First  General 
Meeting  of  Russian  Medical  Me7i  in  1888.  Dr.  Troganoff's  cases 
have  been  published  in  the  Obukhovsky  Hospital  Reports  for  7887. — 
Reporter.'] — St.  Petersburg  Inaugural  Dissertation,   1890,  No.  37,  p. 

135- 

IV.  On  Reducing  Dislocations  of  the  Shoulder  After 
Neil  Macleod's  Method.  By  Dr.  Leonty  G.  Vasilieff  (Poltavia, 
Russia).  The  author,  who  has  been  the  first  to  introduce  Neil  Mac- 
leod's method  in  Russia  {vide  the  Sei-J-kwai  Medical  Journal,  July, 
1889,  p.  178),  details  33  cases  of  luxations  of  the  humerus  treated  by 
the  right-angle  traction,  of  which  22  are  from  his  own  practice,  5  have 
been  communicated  to  him  by  Dr.  Peter  N.  Andriosheff,  of  Lokuvitza, 
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and  the  remaining  6  have  been  published  by  Drs.  S.  S.  Preobrajensky, 
of  Moscow  (/.  c,  p.  179),  I.  I.  Denisoff,  of  Nirgorod  {ib.),  Khokhloff, 
Deloff,  and  Alexeeff,  Of  the  2,Z  cases,  in  20  (19  recent  subglenoid,  i 
intracoracoid)  the  method  proved  successful,  while  in  the  other  13  (6 
recent  subcoracoid;  i  recent  intracoracoid,  3  old  subglenoid,  i  recent 
"semi-axillary")  utterly  failed  to  effect  the  reduction.  In  5  of  the  lat- 
ter category  (4  subcoracoid,  i  "semi-axillary")  Kocher's  method  was 
subsequently  resorted  to  with  best  results.  The  author  arrived  at  the 
conclusion  that:  (i)  Neil  Macleod's  traction  is  indicated,  and  should 
be  preferred  to  all  other  methods,  in  recent  cases  of  the  subglenoid 
dislocation;  (2)  in  subcoracoid  and  intracoracoid  luxations  it  common- 
ly fails;  (3)  in  recent  subcoracoid  cases,  Kocher's  method  {vide  the 
Annals  of  Surgery,  November,  1889,  p.  391)  should  be  invariably 
practiced;  (4)  in  inveterate  and  posterior  dislocations,  neither  Mac- 
leod's nor  Kocher's  methods  are  applicable.  [In  the  Meditzinskoie 
Obozrenie,  No.  22,  1888,  p.  914  {vide  aXsoihtLei-J-KwaiMed. 
Jour.  J.  ^.),  Dr.  A.  B.  Helbras,  of  Tasenki,  adduces  a  case  of  recent 
subcoracoid  dislocation  rapidly  reduced  by  Macleod's  traction. — Rep7\ 
— Meditzinskoie  Obozrenie,  No.  5,  1890,  p.  473. 

Valerius  Idelson  (Berne). 

V.  On  Reducing  Dislocations  of  the  Humerus  after  Neil 
Macleod's  Method.  By  Dr.  Victor  F,  Krieger  (Stanitza  Kav- 
kazskaia,  Caucasian  Russia.)  The  author  furnisher  details  of  2  cases 
in  which  he  resorted  to  Macleod's  method  with  brilliant  success.  I  A 
Cossack  woman,  aet.  54  years,  received  a  subcoracoid  luxation  of  the 
right  humerus  (fell  on  the  abducted  hand  from  a  ladder)  and  for  three 
subsequent  days  was  subjected  to  as  rough  as  vain  attempts  at  reduc- 
tion by  her  neighbor  (who  tied  her  to  a  post  and  dragged  the  extrem- 
ity, etc.),  which  manipulations  caused  enormous  ecchymoses  and  left 
severe  pain.  On  the  fourth  day  the  rectangular  traction  (amounting 
to  15  or  20  pounds)  was  made  by  the  author,  the  reduction  (totally 
painless)  being  effected  in  15  or  20  seconds.  II.  A  robust  muscular 
Cossack,  aet.  27  years,  contracted  an  axillary  dislocation  of  the  left 
humerus  (had  fallen  down  from  a  horse  during  a  race),   accompanied 
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by  agonizing  pain.  Two  hours  later,  the  rectangular  traction  (20  or 
25  pounds)  was  performed,  the  head  of  the  bone  returning  to  its  place 
in  ten  or  fifteen  seconds;  the  manipulations  caused  some  pain.  Dr. 
Krieger  strongly  recommends  to  try  the  method  in  all  cases  of  the  dis- 
location, since,  i,  the  procedure  is  exceedingly  simple  and  easy,  and, 
2,  does  not  require  any  assistants  or  anaesthetics. — Meditzinskoie 
Obozrenie,  No.  5,  1890,  p.  478. 

Valerius  Idelson  (Berne). 

VI.  On  the  Operative  Treatment  of  Irreducible  Trau- 
matic Dislocations  of  the  Shoulder-Joint.  By  Dr.  O.  Knapp 
(Stuttgart).  Although  this  condition  is  far  less  frequent  than  formerly, 
its  operative  relief — owing  to  modern  wound-treatment — is  more  often 
practiced.  This  may  consist  either  of  arthrocomy  with  subsequent  re- 
duction, i.  e.,  bloody  reposition,  or  of  resection  of  the  dislocated  head 
of  the  humerus.  In  fresh  cases  a  separated  portion  from  the  edge  of 
the  glenoid  cavity  or  the  tubercle  may  become  interposed.  In  old 
cases  the  tubercula,  owing  to  traction  of  muscles  attached,  have  often 
become  displaced  towards  the  joint  cavity  and  there  adherent.  Other 
impediments  to  reduction  and  the  various  views  regarding  attempts  at 
simple  reduction  of  neglected  dislocations  are  also  considered. 

The  operative  methods  by  subcutaneous  section  of  the  retaining  soft 
parts  or  by  subcutaneous  osteotomy  of  the  humeral  neck  (Mears,  1877) 
though  they  have  on  occasion  yielded  good  results,  are,  he  protests, 
not  worthy  of  general  acceptance.  Arthrotomy  with  subsequent  re- 
duction was  first  practiced  by  Wattmann  of  Innsbruck,  in  1820.  Later 
cases  begin  with  the  year  1874.  Although  Thiersch,  Annandale  and 
Langenbeck  were  each  unsuccessful  by  this  method  and  had  to  resort 
to  immediate  resection  he  has  collected  10  other  cases  to  which  he 
adds  2  new  ones  from  Bruns.  In  one  of  the  latter  (34-  months  after 
dislocation)  arthrotomy  did  not  suffice  and  resection  was  performed 
later;  in  the  other  (2  years  old  dislocation)  the  joint  was  destroyed  by 
subsequent  suppuration.  Of  the  whole  12  cases  2  ended  fatally — one 
from  delirium  tremens,  the  other  from  suppuration.  Of  the  remaining 
10  the  result  was,   in    i   a  pseudarthrosis  in  the  surgical  neck,  in  3 
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necrosis  of  head  of  humerus  necessitating  its  subsequent  extraction,  in 
4  material  improvement  of  function,  whilst  in  2  the  later  reports  were 
incomplete.  In  these  cases  the  luxation  had  existed  from  2  to  24 
months. 

Of  operations  entirely  by  the  other  method,  that  of  resection  of  the 
shoulder  joint,  he  has  collected  reports  of  20  cases.  Of  these,  4  were 
fatal  and  hence  are  to  be  excluded  in  any  comparison  of  operative  re- 
sults. Of  the  remaining  16,  the  later  reports  were  inadequate  in  6, 
leaving  10  cases  in  which  the  results  were  in  part  equal  to  those  by 
arthrotomy,  in  part  decidedly  better. 

In  view  of  various  considerations  bearing  on  the  (juestion  and  in 
harmony  with  some  previous  views,  he  concludes  that  it  will  be  advisable 
to  attempt  the  bloody  reposition  only  in  fresh  irreducable  dislocations 
of  the  shoulder,  but  in  neglected  cases  to  proceed  to  resection  of  the 
head  of  the  humerus. — Brun's  Beitrage  f.  klin.  C/iirg.,  1S89,  bd.  iv, 
hft.  2. 

Wm  Browning  (Brooklyn). 

VII.     Internal  Derangements  of  the  Knee-joint.     By  Dr. 

Carl  Lauenstein  (Hamburg).  A  sailor,  ?et.  51  years,  had,  during 
the  past  eight  years,  suffered  from  time  to  time  from  attacks  of  pain 
and  swelling  in  the  right  knee-joint,  feeling  as  if  something  was  locked 
in  between  the  joint  surfaces.  No  definite  cause  for  the  first  attack 
was  ever  given.  The  attacks  were  accomplished  by  impossibility  to 
straighten  the  knee  and  were  usually  caused  by  massage  or  by  forci- 
ble flexion. 

Dr.  Lauenstein  saw  the  patient  for  the  first  time  June  17,  1889.  On 
the  previous  day  he  had  had  one  of  these  attacks,  and  was  lying  in 
bed  with  the  knee  bent  at  an  obtuse  angle  and  with  total  inability  of 
extending  it.  The  knee  joint  was  extremely  painful  but  there  was  no 
effusion  and  no  external  deformity.  One  spot  on  its  inner  side,  near 
the  head  of  the  tibia,  was  extremely  tender  on  pressure.  Ou  the  ground 
that  the  most  probable  cause  was  a  floating  body  caught  between  the 
joint  surfaces,  the  joint  was  opened  on  the  inner  side  by  a  large  longi- 
tudinal incision  and  the  finger  introduced  in  the  wound  found  the  an- 
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terior  part  of  the  joint  empty;  as  the  knee  was  more  flexed  and  the 
edges  of  the  wound  drawn  apart,  an  abnormal  growth  was  seen  be- 
tween the  head  of  the  tibia  and  the  cond5-le  of  the  femur.  This 
growth  was  seized  with  forceps  and  proved  to  be  the  dislocated  inter- 
nal semilunar  cartilage,  which  had  got  pinched  in  between  the  articular 
surfaces.  This  cartilage  was  pulled  forward  and  removed,  its  attach- 
ment being  cut  with  scissors. 

The  wound  in  the  capsule  was  closed  with  a  continuous  catgut  su- 
ture and  the  same  for  the  skin.  The  healing  was  perfect  and  the  knee 
retained  all  its  motion,  though  on  account  of  pain  and  stiffness  a  three 
weeks  massage  cure  had  to  be  undergone. 

A  case  similar  to  the  above  has  been  reported  by  Allingham  in  the 
Lancet,  for  February,  1889,  but  in  this  case  the  cartilage  could  be  felt 
externally.  After  removal  of  the  dislocated  cartilage  a  perfectly  use- 
ful joint  remained. 

A  man,  eet.  40  years,  formerly  a  seaman,  suffered  for  ten  years  from 
symptoms  of  a  floating  cartilage  in  the  knee-joint.  On  May  13,  1889, 
the  patient  had  suffered  for  two  days  from  symptoms  showing  that  it 
was  caught  between  the  articular  surfaces.  The  body  (or  mouse  as  it 
is  called  in  German)  could  be  ielt  at  the  outer  border  of  the  patella; 
it  was  removed  by  an  external  longitudinal  incision  and  was  2^  ctms. 
long  by  I  ctm.  wide,  and  was  a  piece  ot  the  miniscus  covered  by  a 
smooth  bony  deposit. 

The  patient  made  a  perfect  recovery,  all  the  pain  and  trouble  dis- 
appearing after  the  operation. 

A  differential  diagnosis  between  internal  derangement  or  dislocation 
of  the  minuscus  and  a  floating  cartilage  is  next  to  impossible. — 
Deutsche  Med.  Woch.,  No.  9,  1890. 

VIII.  Perforation  of  the  Upper  Portion  of  the  Joint 
Capsule  in  Fractures  of  the  Patella.  By  Prof.  Riedel 
(Jena.)  In  his  article  on  the  treatment  of  transverse  fractures  of  the 
patella  Masing  expresses  his  astonishment  that  after  the  use  of  elastic 
compression  the  bloody  effusion  into  the  knee  joint  is  rapidly  reab- 
sorbed, so  that  often  after  24  hours  the  fragments  can  be  brought  into 
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contact,  and  certainly,  he  saj's,  the  strong  elastic  compression  of  the 
dressing  has  helped  to  bring  about  the  result.  Probably  it  is  the  cause 
but  it  is  very  doubtful  that  a  resorption  of  the  effused  blood  should 
take  place  in  such  a  short  time;  this  disappearance  of  the  hiemar- 
throsis  can  be  explained  in  another  way,  namely,  by  rupture  of  the 
superior  recess  of  the  joint,  an  occurrence  which  can  take  place  with- 
out the  application  of  compression,  and  which  may  easily  be  brought 
about  by  the  latter  cause.  That,  in  certain  cases  of  fracture  of  the 
patella,  the  superior  pocket  of  the  joint  gives  way  without  any  elastic 
compression  being  used,  is  proven;  the  only  question  is,  is  this  occur- 
rence sufficiently  frequent  to  be  of  any  cHnical  significance. 

A  laborer,  jet.  59  3^ears,  on  jumping  from  a  wagon  in  November, 
1888,  fell  and  fractured  his  patella;  he  was  taken  home  and  a  large 
swelling  of  the  right  knee-joint  was  seen.  The  next  day  he  was  care- 
fully transported  to  the  clinic.  Examination  here  showed  but  little 
swelHng  of  the  knee,  no  fluctuation  and  patella  found  fractured  trans- 
versely at  junction  of  middle  and  lower  third,  the  fragments  separated 
about  2  ctms.  As  the  lower  piece  was  small  it  was  deemed  ad- 
visable to  bring  the  two  fragments  together  by  the  subcutaneous  cat- 
gut suture.  Chloroform  was  administered,  but  in  five  minutes  from 
the  first  inhalation  the  patient  stopped  breathing  and  could  not  be 
resuscitated. 

The  autopsy  showed  no  cause  for  the  sudden  death.  Examination 
of  the  knee-joint  showed  the  following:  The  fascia  of  the  thigh  over 
the  patella  was  torn  and  turned  in  between  the  fragments,  the  perios- 
teum on  each  side  of  the  fracture  was  dissected  backward  about  |-  of  a 
centimetre.  Patella  fractured  transversely.  Only  a  few  blood  clots 
found  in  knee-joint,  but  the  upper  recess  was  perforated  in  two  places 
at  its  upper  part.  One  of  the  openings  measured  :j^  of  a  centimetre  in 
length  while  the  other  was  much  smaller  and  situated  very  near  it, 
both  openings  were  slit  shaped.  From  these  a  large  extravasation  of 
blood  had  found  its  way  between  the  crureus  muscle  and  the  bone, 
extending  upward  on  the  inner  side  of  the  thigh  for  a  distance  of  25 
centimetres,  below  it  extended  to  the  bend  of  the  knee  and  broadened 
out  markedly.     The  layer  of  extravasated  blood    over  the   knee-joint 
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was  about  2  centimetres  thick,  above  it  was  much  thinner.  Alto- 
gether about  500  cc.  of  blood  had  been  extravasated  under  the  mus- 
cles. 

In  this  case  the  rupture  of  the  upper  recess  of  the  joint  must  have 
taken  place  while  the  patient  was  quiet  in  bed,  for  when  he  was  taken 
home  the  joint  was  very  much  swollen  and  next  morning  the  swelling 
had  entirely  disappeared.  The  rupture  must  have  occurred  early  to 
permit  the  fresh  blood  to  run  so  high  up  the  thigh. 

Two  months  later,  a  man.  aet.  54  years,  was  brought  in  the  hospital 
with  fracture  of  the  patella  8  days  standing,  and  suffering  from  marked 
swelling  of  the  thigh,  due  to  an  extravasation  of  blood  which  was 
easily  seen  extending  as  far  as  the  pubis,  later  on  it  was  observed  high 
up  in  the  gluteial  region  on  the  outer  side  of  the  thigh,  while  the 
anterior  region  of  the  knee-joint  was  free  from  dislocation.  This  pa- 
tient's injury  had  been  caused  by  the  kick  of  an  ox,  and  his  physician 
found  him  after  the  accident,  with  the  knee  bent,  and  the  fragments 
widely  separated.  He  immediately  placed  the  limb  in  the  proper  po- 
sition and  applied  a  splint.  At  that  time  there  was  considerable 
effusion  in  the  joint,  which  effusion  was  not  perceptible  on  removing 
the  splint  eight  days  later.  In  this  case  the  time  at  which  the  rupture 
of  the  capsule  took  place  can  not  be  determined,  but  that  a  rupture 
did  take  place  is  proven  by  the  fact  that  the  extravasation  was 
noticeable  above  the  origin  of  the  vasti  muscles. 

The  behavior  of  a  haematoma  in  a  third  case  of  fracture  of  the  pa- 
tella was  entirely  different  from  the  extravasation  noticed  in  the  above 
cases.  This  case  was  a  soldier,  aet.  22  years,  who  sustained  a  fracture 
of  the  patella.  There  was  a  superficial  coloration  of  the  skin  on  the 
inner  side  of  the  thigh  which  gradually  extended  down  the  leg,  giving 
the  usual  picture  seen  when  the  bursa  over  the  patella  has  been  so  in- 
jured that  its  walls  have  been  ruptured.  The  quadriceps  in  this  pa- 
tient remained  perfectly  soft. 

Prof.  Riedel  states  that  if  in  two  out  of  three  recent  cases  this  rup- 
ture has  occurred,  it  ought  not  to  be  looked  on  as  accidental,  even 
though  no  writings  exist  about  this  subject,  for  he  has  looked  through 
all  the  literature  on  suture  of  the  patella  and  nowhere  does  he  find 
rupture  of  the  superior  recess  mentioned. 
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The  swelling  of  the  thigh  in  this  form  of  accident  need  not  be  con- 
siderable; for  a  layer  of  blood  2  centimetres  thick  over  the  bone  will 
not  make  much  difference  in  the  circumference  of  the  limb.  The 
diagnosis  can  be  made  by  the  discoloration  which  appears  high  above 
the  origin  of  the  vastus  internus  muscle,  the  anatomical  relations  of 
this  muscle  easily  explain  the  reason  for  the  dislocation  appearing  so 
high  up. 

After  numerous  experiments  on  the  cadaver  Riedel  found  that  the 
upper  recess  of  the  knee-joint  gave  way  when  the  joint  was  filled  with 
about  200  cc.  of  fluid  under  a  pressure  of  25  to  30  ctms.  of  mercury. 
If  perforation  of  the  superior  recess  is  more  frequent  than  has  hitherto 
been  supposed,  it  would  explain  many  things  which  up  to  the  present 
have  been  more  or  less  obscure. 

I  St.  That  puncture  of  the  knee-joint  after  fracture  of  the  patella  is 
so  often  unsuccessful  while  it  is  almost  always  successful  in  simple 
hsemarthrosis. 

2d.  The  rapid  atrophy  of  the  quadriceps  on  the   one  hand,  and  the 

good  results  of  massage  on  the  other.     It  is  scarcely  necessary  to 

speak  ot   the  dangers   of  operating   on  such  cases,   for  the  shghtest 

retention  of  secretions  would  lead  to  infection  of  the  mass  of  extrava- 

sated  blood  situated  under  the  quadriceps,  and  an   operation  can  not 

give  any  better  results  than  massage. — Centblt.  f.    Chirg.,  No.  12, 

1890. 

F.  C.  HussoN  (New  ^  ork). 

IX.  The  Treatment  of  Transverse  Fracture  of  the 
Patella.  By  E.  Masing.  In  the  course  of  a  study  upon  the 
many  and  diverse  methods  of  treating  transverse  fracture  of  the 
patella,  Masing  refers  to  the  treatment  by  means  of  a  plaster-of-Paris 
apparatus,  and  urges,  as  an  objection  against  this,  the  most  popular 
of  non-operative  methods  among  surgeons,  that  the  limb  soon  atro- 
phies and  shrinks  away  from  the  dressing,  leaving  the  upper  fragment 
loose  in  the  plaster-shell.  He  very  modestly  brings  forward  a  method, 
suggested  by  himself,  which  consists  of  a  piece  of  gutta  percha,  7  cm. 
long  and  7  cm.  broad,  and  3  mm.  thick,  which  has  a  buckle  fastened 
to  one  end,  4  cm.  broad.  On  the  other  end  of  this  plate  of  gutta  percha 
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there  is  attached  an  elastic  rubber  bandage,  corresponding  in  width  to 
the  buckle,  and  45  cm.  long.  A  half  moon  shaped  opening  is  made 
in  the  centre  of  this  flap  for  the  accommodation  of  the  upper  edge  of 
the  patella,  and  upon  both  sides,  at  a  distance  of  9  cm.  from  each 
other,  are  placed  two  pieces  of  pure  rubber  tubing,  9  cm.  long  and  4 
cm.  in  circumference,  are  fastened.  In  the  free  ends  of  these  pieces 
of  rubber  tubing,  short  pieces  of  solid  metal  cylinders  are  placed  and 
firmly  fastened,  and  which,  at  their  free  ends,  terminate  in  a  small 
wire  ring.  The  method  of  employment  of  this  method  is  as  follows  ; 
A  Volkman's  or  any  posterior  metal  splint,  reaching  to  the  middle  of 
the  thigh,  is  selected  and  well  padded,  in  which  the  limb  is  placed  and 
bandaged,  the  portion  corresponding  to  the  region  of  the  knee  remain- 
ing free.  The  upper  fragment  is  drawn  downward  and  brought,  as 
far  as  possible,  in  apposition  with  the  lower.  This  may  not  be  ac- 
complished at  once.  Upon  the  upper  edge  of  the  upper  fragment  the 
half-moon-shaped  opening  of  the  gutta-percha  plate  above  described 
is  placed,  and  the  elastic  bandage  attached  to  the  same  is  passed 
around  the  thigh,  including  the  posterior  splint,  and  secured  by  the 
buckle  in  such  a  manner  as  to  prevent  the  slipping  upward  of  the  frag- 
ment. The  middle  of  a  long  piece  of  bandage  is  placed  across  the 
lower  surface  of  the  foot  surface  of  the  foot  piece  of  the  posterior 
splint,  and  its  ends  passed  through  the  ring,  attached  to  the  rubber 
tubing  of  the  gutta  percha  plate.  The  proper  amount  of  tension  hav- 
ing been  secured  by  drawing  upon  them,  they  are  passed  posteriorly 
to  the  calf  of  the  leg  outside  of  the  splint,  and  fastened  by  simply  ty  - 
ing  them  around  the  foot-piece  of  the  latter.  By  this  means  the  up- 
per fragment  is  passed  downward  and  backward  in  the  direction  of  the 
femur,  and  the  fractured  surface  somewhat  elevated.  An  ice  bag  com- 
pletes the  dressing.  The  tension  is  not  kept  uj)  after  24  hours,  as  the 
surfaces  are  then  found  to  be  in  contact;  but  the  elastic  girdle,  as  well 
as  the  longitudinal  tension,  is  lessened,  to  conform  to  the  comfort  of 
the  patient.  Firm  union  is  obtained  in  from  4  to  5  weeks,  the  patient 
being  kept  in  a  position  to  guard  against  separation  of  the  fragm  ents 
by  the  action  of  the  quadriceps  extensor. — St.  Petersburger  Med. 
Wochenschrift,  1889,  No.  25. 

George  R.  Fowler  (Brooklyn). 
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GYNAECOLOGICAL. 

I.  Rupture  of  the  Vagina  During  Coition.  By  Dr.  Pavel 
F.  Smolitcheff  (Stanitza  Labinskaia,  Russia).  A  weakly-made  and 
lean  newly-married  lady,  set.  31  years,  applied  to  the  author  on  ac- 
count of  sacral  and  rectal  pain  and  discharge  of  blood  and  faeces  from 
her  genitals,  which  symptoms  had  made  their  appearance  during  her 
first  coition  with  her  husband,  a  healthy  and  normally  developed 
merchant,  set.  26  years,  12  days  previously.  On  examination,  the  ma- 
jor labia  were  found  swollen  and  tender,  the  vaginal  inlet  totally  closed 
with  a  red,  unyielding,  fleshy  membrane,  the  posterior  commissure  rup- 
tured, the  wounds  filled  with  blood  and  faeces.  A  forefinger  pushed 
into  the  wound  easily  penetrated  into  the  rectum,  at  the  depth  of  7 
cm.  The  said  fleshy  membrane  proved  to  be  an  abnormally  devel- 
oped hymen  with  a  median,  linear,  raphe  like  groove  and  a  minute 
(scarcely  admitting  a  probe)  orifice  situated  close  to  the  urinary  meat- 
us. The  recto  vaginal  fistule  was  closed  with  3  metallic  sutures,  the 
wound  healing  on  the  5th  day.  A  fev,-  days  later  the  hymen  was  di- 
vided along  the  median  line  by  means  of  a  scalpel  and  director,  bleed- 
ing being  easily  arrested  by  torsion  of  an  arterial  branch,  and  cold 
water.  The  vagina  and  womb  were  found  normal.  The  couple's  sex- 
ual intercourse  became  quite  comfortable  ever  since.  Discussing  the 
case,  Dr.  Smolitcheff  points  out  that  the  rupture  of  the  recto-vaginal 
septum  must  be  attributed  to  the  presence  of  an  unyielding  hymen, 
the  septum  proving  to  be  a  locus  minoris  resistentice  and  hence  giving 
way  under  a  violent  pressure  of  the  penis.  He  believes  that  the  same 
state  of  things  may  be  present  in  many  cases  of  traumatic  lesion  of 
the  vagina  occurring  during  coition. — Russkaia  Meditzina,  No.  14, 
1890,  p.  212. 

II.  Episiocleisis  for  Vesico-Vaginal  Fistule.  By.  Dr. 
Mikhail  P.  Iakovleff  (Tambov,  Russia).  The  author  relates  a  high- 
ly interesting  case  of  a  robust  married  peasant  woman,  cet.  20  years, 
with  a  considerably  narrowed  pelvis,  who  sought  his  advice  for  a  total 
incontinence  of  urine  of  6  weeks'  standing,  which  had  appeared  short- 
ly after  a  very  difficult  labor  of  4  days'  duration.     The  major  labia  and 
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inner  surfaces  of  the  thighs  were  found  congested  and  covered  with 
excoriations,  the  genital  slit  and  urinary  meatus  cicatrically  contracted, 
the  former  admitting  the  little  finger  with  but  extreme  difficulty,  the 
latter  being  impassable  even  for  a  probe.  There  was  present  an  in- 
cessant flow  of  a  sanguinolent  urine  frem  the  vagina.  After  a  gradual 
dilatation  of  the  vaginal  entrance  by  means  of  Hegar's  glass  dilators, 
the  examination  revealed  that  the  vaginal  walls  consisted  all  through 
of  cicatricial  tissue  and  that  the  anterior  wall  of  the  canal  was  occu- 
pied by  an  enormous  vesico-vaginal  fistule.  On  examination  per  rec- 
tum, there  was  found  a  slit-like  recto-vaginal  fistule  situated  in  5  or  6 
cm.  above  the  anus,  the  opening  being  surrounded  by  a  cicatricial 
zone  and  freely  admitting  a  forefinger.  Any  plastic  operation  being 
obviously  impossible,  obliteration  of  the  vulva  was  proposed  and 
accepted  both  by  the  unhappy  young  woman  and  her  husband.  Ac- 
cordingly, a  strip  of  skin  about  2^  cm.  broad  was  excised  from  each 
labium  and  the  raw  surface  stitched  together  with  2-etage  sutures, 
deep  catgut  and  superficial  silk.  For  about  a  week  the  patient  had 
diarrhoea,  but  otherwise  the  after-course  was  most  satisfactory,  the 
wound  healing  per  primam  without  any  fever.  When  examined  two 
months  later  the  patient  said  she  had  been  quite  dry  ever  since;  her 
urine  accumulated  itself  in  the  rectum,  being  retained  quite  well;  at 
certain  intervals  she  felt  a  call  and  then  either  voided  urine  alone,  or 
discharged  urine  mixed  with  faecal  matter."  Her  general  state  was 
very  good. 

This  is  a  sixth  case  of  episiocleisis  in  international  literature;  the  pre- 
ceding five  were  communicated  by  Baker-Brown,  Prof.'  K.  F.  Slavian- 
sky  (of  St.  Petersburg),  Gerasimovitch  (Poltava),  and  Crespi  (in  Z^ 
Sperimentale,  No.  6,  1886).  [A  case  of  obliteration  of  the  vulva  with 
formation  of  a  recto-vaginal  fistule,  published  by  Dr.  Silbernik,  may 
be  found  in  Annals  of  Surgery,  Sept.,  1889,  p.  232. — Reporter^  — 
Proceedings  of  the  Tambov  Medicrl  Society,  No.  i,  1890,  pp.  11  and 
15- 

III.     Ventrofixation  in  Uterine  Retroflexion.     By  Dr.  I.  I. 

Lakhnitzky  (Kiev).     A   sickly    married   woman,    ret.    31  years,  of  a 
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phthisic  family,  was  admUted  to  Prof  G.  E.  Rein's  dinic  on  account 
of  incessant  severe  lumbar  and  pelvic  pain,  exceedingly  painful  and 
profuse  menstruation,  and  a  train  of  nervous  (reflex)  symptoms,  the  ill- 
ness being  of  5  years'  standing  (had  commenced  shortly  after  her  hav- 
ing married  a  gonorrhoeal  and  syphilitic  man).  On  examination  the 
womb  proved  to  be  bent  backward  and  fixed  by  chronic  inflammatory 
deposits.  After  all  usual  means  had  failed,  Professor  Rein  made  ab- 
dominal section,  tore  with  fingers  all  (very  dense)  adhesions,  removed 
the  uterine  appendages,  except  a  portion  of  the  left  ovary,  and  stitched 
the  uterus  to  the  anterior  abdominal  wall  after  Leopold's  method.  The 
operation  lasted  71  minutes.  The  after-period  was  utterly  uneventful, 
the  patient  being  discharged  well  in  a  month.  When  examined  6 
months  later  she  was  found  strikmgly  improved,  having  gained  in 
weight  20  lbs  ;  catamenia  had  become  painless  and  altogether  regu- 
lar; all  symptoms  had  disappeared;  the  womb  proved  to  be  anteflexed, 
its  fundus  firmly  adherent  to  the  abdominal  wall,  a  formerly  large  peri- 
metritic deposit  had  dwindled  away,  leaving  nothing  but  a  slight  infil- 
tration about  the  left  ovary.  Analyzing  the  case  and  reviewing  the 
subject,  Dr.' Lakhitzky  draws  the  following  conclusions:  (i)  Ventro- 
fixation of  retroflected  womb  is  fully  justified  in  certain  well-selected 
cases.  (2)  The  best  method  is  that  introduced  by  Professor  Leopold. 
(3)  In  such  cases  in  which  the  operation  is  combined  with  removal  of 
the  appendages,  a  healthy  portion  of  this  or  that  ovary  should  be  left 
in  the  pelvis  in  order  to  secure  the  appearance  of  subsequent  menses. 
\Cui  bono?  To  have  catamenia  for  the  sake  of  catamenia?  or  to  en- 
able the  woman  to  become  pregnant  and  to  have  her  uterus  again  de- 
tached from  the  abdominal  wall?  and  to  allow  the  woman  to  bring 
forth  sickly  children  from  her  syphilitic  husband,  as  in  the  case 
given?— ^^/CT/^r.] — Vratch,  No.    7,    i8go,  p.   174. 

Valerius  Idelson  (Berne). 

IV.  The  Operative  Treatment  of  Retroflexion  of  the 
Uterus.  By  Dr.  R.  Frommel.  "The  author  recommends  in  a  cer- 
tain class  of  retroflexions  where  milder  therapeutic  measures  have  been 
unavailing,  shortening  the  utero-sacral  ligaments.     The   patient   is  so 
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placed  as  to  put  the  ligaments  in  the  stretch,  and  after  the  uterus  is 
freed  from  its  adhesions  and  drawn  well  forward  each  utero-sacral 
ligament  is  transfixed  near  its  attachment  to  the  uterus  and  is  fastened 
to  the  peritoneum  of  the  lateral  walls  of  the  pelvis.  This  shortens  the 
ligament  and  raises  the  uterus.  The  operation  has  this  advantage  over 
ventral  fixation  that  it  is  not  restricted  in  an  abnormal  position  and  its 
normal  movements  are  not  restricted.  Professor  Frommel  states  that 
this  operation  is  only  to  be  tried  in  very  severe  cases,  and  states  that 
for  two  years  he  has  not  been  in  the  position  where  he  was  obhged  to 
treat  a  case  of  retro-deviation  by  operative  measures. —  Caiihlt.  f.Gyn. 

Vaginal  Fixation  of  the  Retroflexed  Uterus  by  Schuckingh  Method. 
Schucking  {Centblt.  f.  Gyn.,  Feb.  22,  1890),  states  that  sixty- two 
cases  have  now  been  reported.  In  the  first  twenty  the  silk  ligatures 
were  removed  too  soon  and  no  pessary  was  used,  nevertheless  twelve 
patients  were  permanently  cured.  In  the  last  forty  three  cases  there 
was  not  a  single  failure,  but  as  the  majority  of  the  operations  were 
performed  during  the  past  year,  it  is  too  early  to  report  positive  results. 
The  writer  opposes  ventro-fixation  on  the  same  grounds  as  Freund, 
viz.,  that  "the  non-gravid  uterus  does  not  belong  in  the  abdominal  but 
in  the  pelvic  cavity." 

The  following  points  should  be  remembered  in  regard  to  the  tech- 
nique. The  Hgatures  should  be  left  in  situ  for  eight  or  ten  weeks.  A 
pessary  must  be  introduced  at  once.  If  the  urine  is  bloody,  showing 
that  the  bladder  has  been  wounded,  the  organ  should  be  irrigated  with 
a  solution  of  thymol,  and  a  pencil  of  iodoform  or  salol  should  be  in 
serted  into  it.  The  uterus  should  be  drawn  down  slowly  and  steadily 
until  the  operator  satisfies  himself  that  the  needle  can  be  passed  be- 
neath the  right  pubic  bone.  The  point  of  the  needle  must  be  pro- 
truded at  the  fundus,  and  not  lower  down  on  the  anterior  uterine  wall. 

To  avoid  cutting  through  the  anterior  lip  of  the  cervix  with  the  liga- 
ture the  latter  may  be  passed  through  a  round  button,  or  it  may  be 
carried  directly  through  the  substance  of  the  lip.  It  should  be  noted 
that  the  suture  does  not  pass  behind,  but  close  beside  the  ^bladder. 
There  are  no  contra-indications  to  this  operation.  It  is  only  neces- 
sary to    free  the  adhesions    first  according  to   Schultze's  method. 
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V.  Vaginal  Extirpation  of  the  Uterus.  By  Dr.  Macan 
(Dublin.)  The  author  says  that  in  view  of  the  better  technique  and 
improved  statistics,  the  following  questions  may  be  considered: 

1.  What  is  the  mortality  of  the  operation? — This  should  be  judged 
from  the  practice  of  one  who  has  had  large  experience  and  he  quotes 
the  results  ot  Professor  Leopold,  of  Dresden,  no  cases  m  all.  In  80 
of  these  cases  the  operation  was  performed  for  maHgnant  disease;  in 
17  for  myomata;  in  5  for  prolapse;  in  6  for  disease  of  the  appendages, 
and  in  2  cases  for  profound  neuroses.  01  the  80  cases  performed  for 
malignant  disease  4  died.  Of  these  fatal  cases  one  died  of  ileus  and  3 
of  sepsis.  In  i  case,  when  the  disease  was  very  extensive,  the  sepsis 
took  its  origin  in  a  portion  of  the  carcinomatous  mass  that  was  left  be- 
hind. In  a  second  case  a  suture  which  was  found  necessary  to  stop 
haemorrhage,  was  passed  by  mistake  through  the  rectum,  and 
at  the  post-mortem  it  was  found  that  the  parametrium  and  the 
serous  coat  of  the  intestines  were  involved.  In  2,  therefore,  of  the  fatal 
cases  Professor  Leopold  found  that  the  disease  had  extended  so  far  as 
to  make  the  cases  quite  unsuitable  for  the  operation,  ^ 

2.  In  what  percentage  of  cases  when  it  is  done  for  cancer  may  a 
permanejit  cure  be  reasonably  looked  for? — Of  Leopold's  80  patients 
only  42  had  been  operated  on  for  more  than  two  years,  and  of  these 
42,  27  are  still  free  from  recurrence,  therefore  64^%  have  been  saved 
by  the  operation. 

3.  What  are  the  indications  for  its  performance  in  maligfiant  dis- 
ease?— High  operation  is  objectionable  because  one  does  not  know  be- 
fore hand  how  high  the  disease  extends  and  the  mortality  is  greater  if 
anything  than  in  hysterectomy.  The  dangers  and  disadvantages  of 
Freund's  operation  and  supra-vaginal  amputations  exclude  them  from 
comparison,  A  difficult  question  to  settle  is  how  much  parametria 
and  fixation  of  the  uterus  contraindicate  the  operation.  Slight  infiltra- 
tion certainly  does  not,  as  such  infiltration  is  frequently  of  an  inflam- 
matory nature.  In  14  of  Leopolds  cases  in  which  this  was  present  the 
disease  only  relumed  in  3.  As  long  as  the  uterus  can  be  drawn  down 
so  long  is  the  operation  allowable.     It   would  be   better  to  dissect  an 
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involved  anterior  wall  than  at  once  to  give  up  hopes  of  a  permanent 
cure  by  operation. 

4.  In  cases  in  which  the  operation  fails  to  bring  about  a  permanent 
cure,  is  the  condition  of  the  patient,  when  the  disease  recurs,  better  or 
worse  than  it  would  have  been  had  the  operation  not  been  performed? — 
According  to  Leopold  this  question  is  answered  in  the  affirmative 
although  many  would  answer  it  differently.  The  author  sides  with 
Leopold. 

5.  Is  the  mortality  of  the  operation  in  skilled  hands  sufficiently  low 
to  justify  us  in  resorting  to  it  in  cases  that  are  not  necessarily  fatal  to 
life  like  cancer? — If  it  is  admitted  that  the  mortality  when  performed  for 
cancer  may  be  reduced  to  6%,  it  may  readily  be  conceded  that  other  con- 
ditions will  warrant  its  performance.  Wni.  A.  Martin  has  performed  it  sev- 
eral times  in  cases  of  menorrhagia  which  had  resisted  curetting  and 
even  removal  of  the  ovaries. 

6.  What  is  the  best  and  simplest  way  of  performing  the  operation? — 
Vagina  thoroughly  disinfected:  Lithotomy  position.  Cervix  drawn 
down.  Simons'  speculum.  Cervix  well  separated  from  bladder  and 
when  done  thoroughly  lessens  danger  of  tying  ureter.  Cervix  freed 
posteriorly  so  that  nothing  but  that  portion  of  the  broad  ligament  is  left 
which  carries  the  vessels  to  the  uterus.  In  order  to  tie  the  right  broad 
ligament  the  cervix  is  firmly  drawn  over  to  the  left  side,  and  the  low- 
est portion  of  the  ligament  carried  forward  in  the  tip  of  the  left  index 
finger  and  transfixed  with  a  stout  (strongly  curved)  aneurism  needle, 
carrying  a  ligature  from  before  backward,  and  this  portion  tied  and 
separated  from  the  uterus.  The  same  thing  is  now  done  on  the  oppo- 
site side  and  thus  small  portions  of  the  broad  ligaments  are  alternately 
cut  until  the  uterus  is  finally  separated  from  its  attachments.  The 
danger  of  including  the  ureter  is  best  avoided  by  separating  the  blad- 
der freely  from  the  uterus  and  drawing  the  latter  well  down  while  pass- 
ing the  ligature.  After  the  uterus  has  been  removed  the  vagina  and 
Douglas'  space  should  be  thoroughly  disinfected  and  the  stumps  of  the 
broad  ligaments  drawn  gently  down  by  means  of  the  hgatures,  the 
whole  well  powdered  with  iodoform  and  the  ligatures  cut  short.  Drain- 
age tubes  or  plugging  with  iodoform  gauze  is  not  necessary.     The  af- 
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ter-treatment  of  these  cases  is  simplicity  itself;  for  unless  the  ureters 
have  been  tied  or  infection  takes  place  the  patients'  temperature  is 
quite  normal,  and  they  are  quite  free  from  pain.  The  stitches  need 
not  be  disturbed  for  ten  or  twelve  days,  and  the  patient  may  be  dis- 
charged in  three  weeks. 

A  narrow  vagina  may  be  incised.  An  immovable  uterus  becomes 
more  movable  after  the  vaginal  wall  has  been  incised  all  around  it.  If 
one  does  not  attempt  to  tie  too  large  a  mass  of  broad  ligament  there 
is  no  danger  of  haemorrhage. — Brit.  Gyn.  Jour.,  May,  1890. 

A.  H.  CUCKMASTER  (New  York.) 

V.  Uretero-Uterine  Fistula.  By  A.  H.  Van  der  Weerd 
(Leyden,  Holland.)  The  patient,  aet.  22  years,  delicately  built,  but 
otherwise  healthy.  She  was  suffering  from  a  uretero-uteriiie  fistula 
which  was  caused  by  traumatism  during  labor.  The  pelvis  presents 
no  abnormalities.  The  daily  measurements  of  the  urine  show  that 
the  double  quantity  is  passed  per  urethram  compared  with  the  amount 
passed  per  vaginam.  The  urethra  was  dilated  into  the  bladder  and 
the  orifices  of  the  ureters  were  sought  for.  They  could  soon  be  de- 
tected by  the  illuminating  aid  of  reflected  sun-hght.  The  right  ureter 
could  only  be  sounded  for  a  distance  of  one  centimetre;  it  was  also 
noticed  that  no  urine  came  from  it. 

After  four  w-eeks,  in  which  time  the  vesical  catarrh  had  nearly  dis- 
appeared, Prof.  Treub  performed  extirpation  of  the  right  kidney  after 
Simon's  method.  The  ureter  and  vessels  were  ligated  with  catgut. 
The  cavity,  after  cleansing,  was  tamponed  with  iodoform  gauze.  On 
the  fifth  day  the  tampons  were  taken  out  and  the  wound  closed  by 
secondary  suture.  A  compressing  dressing  was  applied  and  the  pa- 
tient advised  to  lie  on  the  right  side.  The  meanwhile  recurring  vesi- 
cal catarrh  was  combatted  by  means  of  injections  of  nitrate  of  silver 
and  boracic  acid  solutions.  Between  the  seventh  and  eleventh  day  all 
the  sutures  were  removed.  Complete  union  with  the  exception  of  a 
very  small  granulating  surface  took  place  by  first  intention.  The  urine 
was  thus  completely  clear  and  did  not  contain  any  albumen.  The 
daily  secretion  of  urine  amounted  to  1400  to  I Soo  ccm.     The  patient 
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was  dismissed.  The  diagnosis  was  beginning  suppurative  pyeloneph- 
ritis (surgical  kidney). 

The  author  could  only  find  ii  cases  (inclusively  that  of  Treub)  of 
uretero-uterine  fistula  in  the  whole  medical  literature.  Six  concerned 
the  left,  three  the  right  ureter;  twice  it  was  impossible  to  decide.  The 
symptomatology,  diagnosis  and  therapy  of  such  cases  are  discussed  by 
the  author  and  also  the  treatment  employed  by  different  authors. 

The  author,  taking  the  experiences  made  in  Crede's  and  Treub's 
cases  as  a  basis,  arrives  at  the  conclusion  that  in  all  cases  of  uretero- 
uterine  fistula,  which  depend  upon  suppurative  and  septic  processes, 
extirpation  of  the  kidney  should  be  performed  unconditionally,  if  one  is 
certain  that  the  other  kidney  is  healthy. — Nederl.  tijdschr.  v.  Verlosk. 
en  Gynak.,  Jahrg.  i,  Heft  2, 

VII.  A  Tuberculous  Vesico-Vaginal  Fistula.  By  Torn- 
GREN  (Helsingfors.)  Catherine  P.,  set.  33  years,  entered  the  hospita. 
on  July  31,  1888.  The  patient's  mother,  aet.  70  years,  enjoyed  then 
excellent  health;  her  father  died  at  the  age  of  70  yer.rs  of  some  lung 
disease.  During  childhood  the  patient  had  always  been  well;  her 
menses  appeared  at  the  age  of  16  years  for  the  first  time,  the  menstru- 
ation being  always  regular  in  duration  and  quantity  of  discharge.  She 
married  at  her  eighteenth  year;  she  passed  through  four  pregnancies, 
the  three  first  ones  going  to  full  term.  The  fourth  terminated  in  July, 
1886,  by  a  normal  labor,  but  after  a  duration  of  three  days;  the  infant 
v.-eighing  1800  g.  She  had  already  been  troubled  some  years  by  profuse 
leucorrhoea  and  a  little  later  by  frequent  micturition  of  a  urine  at  first 
clear  and  later  becoming  turbid.  During  her  last  pregnancy  she  re- 
marked quite  an  amelioration.  After  the  labor,  she  remaining  in  bed 
eight  days,  she  was  well  some  two  months,  after  which  time  the  fre- 
quent micturition  appeared  again,  became  more  frequent  and  she  also 
noticed  that  the  urine  flowed  continually  and  involuntarily.  In  the 
middle  of  August,  1887,  a  stiffness  and  tumefaction  of  the  left  knee, 
with  aggravation  of  the  general  condition  set  in;  never  any  cough. 

Present  State. — The  patient,  extremely  emaciated,  weighs  38.2 
kilog.,  has  an  evening  rise  in  temperature;  the  left  knee  stiff  and  swol- 
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len;  the  organs  of  the  thorax  are  normal;  pelvis  is  normal.  The  uterus 
is  small  and  movable;  the  cul-de-sacs  are  free.  The  mucous  mem- 
brane of  the  cervix  is  a  little  ulcerated  around  orifice,  with  a  grayish 
secretion  from  the  left  side.  The  mucous  membrane  of  the  vagina  is 
pale.  In  the  vesico  vaginal  septum  there  was  a  loss  of  substance  in- 
cluding all  the  layers  of  the  tissues  from  the  mucous  membrane  of  the 
bladder  to  that  of  the  vagina,  having  a  length  of  three  and  a  half  cen- 
timetres, a  breadth  of  two  centimetres  and  situated  three  centimetres 
from  the  orifice  of  the  urethra.  A  little  higher  up  there  was  an  ulcera- 
tion one-half  centimetre  in  diameter.  The  bases  and  sides  of  all  the 
ulcerations  are  perpendicular  and  of  a  greyish  color.  No  cicatrices  at 
any  other  place;  the  posterior  wall  of  the  vagina  is  normal.  The  bacil- 
lus tuberculosis  is  found  in  the  secretion  of  the  cervical  canal  (Ehrlich's 
method).  The  urine  is  clear  and  does  not  contain  albumin.  Her 
husband  is  well,  does  not  cough,  and  has  no  disease  of  the  genital 
organs.  The  patient  left  the  hospital  on  August  29.,  The  general 
condition  and  local  affection  were  treated  by  iodoform. — Finska 
Lakaresallsk.  JIandlingar.,  No.  i,   1889. 

A.  Pick  (Boston). 

VIII.  Laparo-Myotomy.  By  Dr.  Fritsch.  Fritsch,  in  his  contri- 
bution to  the  literature  of  uterine  myomata  and  its  treatment,  gives  a 
critical  review  of  the  different  operative  methods  employed  in  the  re- 
moval of  the  same.  The  operation  introduced  by  himself  is  described, 
and  consists  essentially  of  the  following  steps:  He  applies  a  provi- 
sional ligature  and  removes  that  portion  of  the  tumor  above  the  same 
for  the  extent  of  from  6  to  8  cm.  A  wedge-shaped  portion  is  then 
removed  from  the  stump  in  a  vertical  direction,  the  section  of  the 
stump  being  for  this  purpose  made  parallel  to  the  wound  in  the  ab- 
dominal wall.  Care  is  taken  not  to  loosen  the  attachments  to  the 
bladder.  The  cervical  canal  is  cauterized  and  washed  with  iodoform; 
finally,  the  uterine  vessels  are  secured,  after  which  the  funnel  shaped 
cavity  of  the  stump  is  closed  by  deep  sutures,  closely  approximating 
its  walls.  The  elastic  Hgature  is  now  removed,  the  lateral  stumps  of 
broad  ligaments  are  drawn  to  the  middle  line  of  the    uterine    wound. 


G^NAiCOLOGICAL.  3 19 

and  the  stump  fixed  in  the  abdominal  wound  by  suturing  the  same  to 
the  parietal  peritoneum  above,  below  and  laterally.  The  parts  are 
dressed  by  packing  with  iodoform  gauze.  Of  23  cases  operated  upon 
by  this  method  but  2  died.  Of  these  i  died  of  ileus  and  i  of  uraemia 
following  an  old  pyelonephritis. — Safn.    kli^i.  Vort.,  No.  339. 

G.  R.  Fowler  (Brooklyn). 

IX.  Case  of  Porro-Csesarean  Section  in  a  Rachitic 
Dwarf.  By  Dr.  Cullingworth  (London).  A  rachitic  dwarf,  set.  25, 
had  twice  previously  been  pregnant;  the  first  time  she  was  delivered 
by  craniotomy,  and  the  second  time  by  induced  labor  at  the  seventh 
month,  the  child  being  still-born.  Becoming  pregnant  again, 
Csesarean  section  at  the  full  term  was  advised  and  accepted.  The  pel- 
vic measurements  were: 


Distance  between  the  iliac  spines,              _  _            .            gi/^  inches. 

Distance  between  the  iliac  crests,                    -  "            -       g^/s  inches. 

External  conjugate,            .            _            .  .            _            6^/2  inches. 

Diagonal  conjugate,                 .            .            -  .            .       ^Vs  inches. 

Actual  conjugate  (ascertained  at   last  labor),  -             -            2^/3  inches. 


Under  ether,  an  incision  was  made  in  the  middle  line,  from  a  little 
above  the  umbilicus  to  a  point  three  inches  above  the  pubes.  After- 
wards this  incision  was  enlarged  upward  to  allow  the  uterus  to  be 
turned  out  of  the  abdominal  cavity.  The  uterus  having  been  turned 
out,  an  Esmarch  elastic  tube  was  passed  loosely  around  the  cervix  and 
secured  by  pressure  forceps.  A  vertical  incision,  four  inches  and  a 
half  in  length,  was  now  made  in  the  middle  line  of  the  uterus,  almost 
through  the  entire  thickness  of  its  wall,  and  completely  so  in  the  cen- 
tre of  the  incision  where  the  membranes  protruded  in  the  form  of  a 
small  pouch.  This  was  punctured  and  the  liquor  amnii  allowed  to  es- 
cape. The  incision  was  then  enlarged,  exposing  the  left  shoulder  of 
the  foetus,  which  was  then  extracted,  the  left  arm  being  <;eized  first, 
then  the  head,  which  was  lowermost,  and  then  the  rest  of  the  body, 
the   funis   being  promptly  clamped  and  cut.      Beyond  a  spurt  from  a 
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sinus,  divided  in  opening  the  uterus,  there  had  been  no  haemorrhage  of 
any  importance. 

The  elastic  tube  having  been  tightened,  the  hand  was  introduced 
into  the  uterus  and  the  placenta  and  membranes  withdrawn.  The 
uterus  was  then  swabbed  out  with  antiseptic  pledgets,  and  the  wound 
closed  by  six  deep  and  six  Lembert  sutures.  The  ovaries  and  tubes 
were  then  ligatured  and  removed  to  prevent  subsequent  conception. 
The  uterus,  which  had  hitherto  been  fairly  well  contracted,  now  be- 
came relaxed,  and  free  haemorrhage  occurred,  not  only  from  the  va- 
gina, but  from  the  wound.  AH  measures  to  check  the  bleeding  hav- 
ing failed,  a  serro-nceud  was  applied,  two  guarded  pins  were  passed 
through  the  titerine  tissues  on  the  distal  side  of  the  constricting  wire, 
and  the  uterus  cut  away  with  a  knife  about  half  an  inch  above  them. 
The  toilet  of  the  wounds  and  the  abdomen  was  then  performed  with 
great  care,  the  stump  was  dusted  with  iodoform,  iodoform  gauze  was 
packed  around  it  beneath  its  everted  edges  and  beneath  the  pins  and 
serre-nceud,  wood-wool  pads  were  placed  over  the  stump  and  incision, 
and  the  dressing  was  completed  by  covering  the  whole  abdomen  with 
a  thick  layer  of  absorbent  wool,  and  applying  a  man)  tailed  bandage 
over  the  whole. 

The  operation  lasted  an  hour  and  twenty-five  minutes.  The  child, 
a  female,  was  living,  and  weighed  6:^  pounds.  The  patient  made  a 
most  favorable  recovery,  and  both  mother  and  child  left  the  hospital 
well  on  the  34th  day. — Londcn  Lancet,  May  17,  1890. 

James  E.  Pucher  (U.  S.  Army). 


ON   FIBROUS  STRICTURE    OF    THE    CESOPIIAGUS.' 
By  KENDAL  FRANKS,  M.D.,  F.R.C.S.I., 


OF    DUBLIN. 


SURGEON  TO   THE   ADELAIDE   HOSPITAL. 


IN  1882,  I  had  the  honor  of  laying  before  the  Surgical  Society 
of  Ireland,  the  details  of  a  case  of  cicatricial  stricture 
of  the  oesophagus,  which  I  treated  by  rupture,  followed  for 
some  time  by  the  passage  of  bougies.  I  then  entered  at  some 
length  into  the  whole  subject  of  fibrous  stricture  of  the  oesoph- 
agus, its  causes,  usual  situations,  symptoms,  pathology  and 
treatment.  I  do  not  therefore  propose  on  the  present  occasion 
to  cover  the  same  ground,  or  to  weary  you  with  "reiterated 
logic,"  but  rather  to  give  the  details  of  some  cases  which  have 
been,  from  time  to  time,  under  my  care,  and  shortly  to  discuss 
the  different  methods  of  treatment  adopted. 

The  first  case  to  which  I  shall  refer,  is  the  one  to  which  I 
have  already  alluded,  and  to  which  I  should  now  like  to  call 
attention  as  I  have  had  during  the  past  year  an  opportunity  of 
seeing  the  patient,  and  of  estimating  the  value  of  treatment 
after  the  expiration  of  more  than  eight  years. 

The  patient  was  a  girl,  aet.  20  years,  who  came  under  my  care,  in 
the  Throat  Hospital,  on  October  17,  1881,  suffering  from  a  stricture 
in  the  oesophagus,  situated  about  three  quarters  of  an  inch  below  the 
cricoid  cartilage.  The  cause  assigned  was  the  impaction  of  a  hard 
bread  crust  in  the  oesophagus  four  and  a  half  years  previously.  Dys- 
phagia had  come  on  very  gradually  and,  when  I  first  saw  her,  even 
fluids  were  swallowed  with  considerable  difficulty.  She  had  lost  very 
considerably  in  weight,  and  was  anaemic  and  emaciated.  The  day 
after  her  admission  I  tried  to  get  in  a  No.  8  catheter  (English  gauge). 
Great  difficulty  was  experienced,  as  the  oesophagus  was  much  dilated 
above  the  stricture  and  I  had  to  probe  about  against  the  floor  of  this 

'Read  before  the  Royal  Academy  ot  Medicine  in  Ireland,  March,  1890. 
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dilatation  with  the  ohvary  point  of  the  catheter  before  I  could  find  the 
opening.  At  last,  and  after  many  attempts,  I  succeeded  in  worming 
the  catheter  through,  and  I  then  left  it  in  situ.  It  was  retained  for  an 
hour,  during  which  period  the  patient  sat  on  a  stool,  leanmg  over  a 
basin,  while  stringy  mucus  and  saliva  in  great  quantities  poured  from 
the  mouth.  After  its  withdrawal  she  experienced  great  relief  and 
shortly  afterward  was  able  to  swallow  some  beef  tea  with  more  ease. 
This  gradual  process  of  dilatation  was  continued  daily,  and  on  the 
fourteenth  day  I  was  able  to  pass  a  No.  12  catheter  through  the  stric- 
ture. Two  days  later  I  passed  Otis'  dilating  urethrotome,  without  the 
blade,  and  dilated  the  stricture  to  the  full  size  of  the  open  instrument. 
Immediately  after  its  withdrawal  I  introduced  an  ordinary  oesophageal 
bougie  (about  three-eighths  of  an  inch  in  diameter).  This  was  re- 
tained for  several  hours.  From  this  date,  November  2,  dilatation  was 
continued  by  means  of  Mr.  Tufnell's  conical  rectal  bougie,  and  seven 
days  later,  November  9,  I  was  able  to  get  in  the  full  sized  bougie,  the 
part  which  was  held  in  the  stricture  measuring  five-sixths  of  an  inch 
in  diameter. 

This  large  bougie  was  passed  daily  till  December  22,  and  retained 
each  time  for  periods  varying  from  one  to  four  and  a  half  hours.  She 
was  then  discharged,  and  went  to  a  situation  in  the  country. 

I  have  frequently  ^eard  of  her  since,  but  last  year  I  had  an  oppor- 
tunity of  examining  her,  as  she  came  up  to  Dublin  because  she  thought 
the  stricture  was  again  contracting.  I  was  then  very  gratified  to  find 
that  though  there  was  some  contraction  it  was  very  slight;  it  was,  how- 
ever, sufficient  to  make  the  passage  of  the  full-sized  rectal  bougie  a 
matter  of  great  difficulty.  I  then  determined  to  try  the  effects  of 
electrolysis,  and  after  two  or  three  seances,  I  found  that  this  electrode 
measuring  two-thirds  of  an  inch  in  diameter  passed  with  the  greatest 
ease.  The  rectal  bougie  could  also  be  introduced  with  ease,  so  I  sent 
her  back  to  the  country. 

I  think  we  may  look  upon  this  case,  though  not  absolutely,  yet  to 
all  intents  and  purposes,  as  cured;  since  recontraction  was  so  very 
slight  after  the  lapse  of  eight  years. 

The  second  case  was  that  of  a  lady,  aet.  30  years,  the  daughter  of  a 
doctor  in  the  North  of  Ireland,  whom  I  first  saw  on  December  8,  1883, 
in  consultation  with  the  late  Dr.  Robert  McDonnell,  at  whose  request 
I  undertook  the  treatment.  The  history  of  her  case  was  as  follows. 
She  stated  that  in  the  spring  of  1S70,  nearly  fourteen  years  previously, 
she  had  an  attack  of  acute  tonsillitis.  The  tonsils  were  cauterized  with 
nitrate  of  silver,  and  a  gargle  was  ordered   for  her,  of  the   strength  of 
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which  she  complained   very  much.     Shortly  afterward  she  experienced 
symptoms  of  oesophageal  obstruction,  for  which  her  father  consulted  a 
doctor  in  a  northern  town.     Both  the  patient  and  her  father  declared 
that  he  passed  a  bougie  very  roughly,  and  hurt   her   very   much,   and 
that  she  was  unable  to  swallow  solid  foods  for  days  afterwards.     Sub- 
sequently to  this  she  experienced  recurring  attacks  of  dysphagia,  last- 
ing for  three  or  four  days,  with  intervals  of   three  weeks  or  so,  during 
which  time  she  was  nearly  quite  well.     Gradually  the  intervals  became 
shorter  and  the  periods  of  dysphagia  longer.     In  1879,  being  in  Man- 
chester, she  consulted  a  doctor  there.     He,  believing   the  stricture  to 
be  spasmodic,  galvanized  the  oesophagus  every  second  day  for  weeks. 
He  also  tried  to  pass  a  bougie,    but   found  great  difficulty  and  much 
pain  was  caused.     She   could   not   swallow  anything   solid  for   weeks 
afterwards,  even  when  minced  fine.     From  that    time  until  I  saw  her 
with  Dr.  McDonnell,  no  attempt  of  any  kind  had  been  made  to  remedy 
her  condition,  which  on  December  8,  1883,  was  as  follows:     For  years 
she  had  not  been  able  to  swallow  anything  solid.       Her  diet  consisted 
of  beef  tea,  thin  arrowroot,  milk,   and  sometimes  bread  soaked  in  tea. 
Her  breakfast,  which  consisted  of  two  cups  of  milk,  took  her  an  hour 
and  a  half  to  swallow.  Luncheon  about  an  hour,  and  dinner  between  one 
and  two  hours.     The  food  which  was  taken  in  very  small  quantities  at 
a  time  did  not  regurgitate,  but  when  swallowed  took  a  long  time  to  go 
down.     Eructations  occasionally  came  on,  causing  great  pam  referred 
to  the  sternum  and   between   the    shoulders.     She   was  given  a  little 
water  to  swallow  and  a  stethoscope  placed  at  the  back  on  a  level  with 
the    third  dorsal  vertebra  and  a  little  to    the  left,  revealed   a  peculiar 
scraping  sound,  which  could  even  be  heard  sometimes  at  a  little  dis- 
tance; but  the   normal  glou-glou  was   quite    absent.     Dr.  McDonnell 
and  I  both  made  several  attempts  with  variously  sized  bougies  to  pass 
the  stricture,  but  every  attempt  failed.     We  were  both   quite   satisfied 
that  the  stricture  was  organic  and  cicatricial,  and  situated  in  the  upper 
part  of  the  oesophagus,  about  an  inch  below  the  cricoid  cartilage. 

On  December  13  she  came  to  my  own  house,  and  then  after  many 
attempts,  I  at  last  succeeded  in  introducing  a  No.  i  urethral  bougie, 
which  was  firmly  gripped.  I  left  it  in  situ  for  a  few  minutes,  when  an 
attack  of  laryngeal  spasm  came  on  which  obliged  me  to  withdraw  the 
bougie,  and  which  was  quickly  relieved  by  nitrate  of  amyl.  Two  days 
later.  No.  i  was  again  passed  and  retained  ten  minutes,  no  laryngeal 
spasm  resulting.  On  December  17,  two  days  later,  a  fine  bulbous 
pointed  bougie  No.  3  was  got  in  and  retained  16  minutes.  On  the 
19th,  the  same  size  was  retained  75  minutes.     The    same  bougie  was 
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passed  every  second  day  until  the  24th.  My  note  on  that  day  was: 
"She  does  not  think  she  can  swallow  more  quickly,  but  she  can  do  so 
witli  less  pain  and  spasm,  and  has  no  choking  fits  now  which  she  used 
to  have  frequently."  On  that  day  Mr.  J-  K.  Barton  saw  her  with  me. 
He  entirely  concurred  in  the  diagnosis,  and  we  then  discussed  the  ad- 
visability of  nicking  the  stricture  with  Maison)ieuue's  urethrotome,  but 
this  was  never  done,  as  the  gradual  dilatation  seemed  to  be  progress- 
ing satisfactorily.  I  will  not  weary  you  with  a  daily  record  of  the 
progress  made.  I  will  only  call  attention  to  the  chief  incidents  as 
they  occurred  in  their  order,  merely  saying  that  by  slow  degrees  the 
size  of  the  bougies  was  increased.  On  December  31,  1S83,  No.  5  was 
got  in.  On  January  2,  1884,  I  find  this  note:  "It  is  a  remarkable 
thing  that  when  a  tight  fitting  bougie  is  first  attempted,  it  always  brings 
on  retching,  often  violent,  but  a  bougie  which  is  only  moderately 
tight  or  is  loose  in  the  stricture,  never  does."  By  January  30,  I  had 
attained  to  No.  14  urethral  bougie,  English  gauge.  On  February  13 
I  began  the  use  of  Tuffnell's  rectal  bougies,  and  passed  No.  3.  On 
May  5,  1884  I  passed  Tuffnell's  full  size  rectal  bougie,  and  continued 
its  use  with  occasional  intermissions  until  July  4,  when  she  went  home. 

During  this  period,  extending  over  nearly  seven  months,  the  bougies 
were  passed  almost  Avithout  intermission  every  second  day;  the  urethral 
bougies  were  retained  for  periods  varying  from  10  minutes  to  3  hours 
at  a  time,  during  which  time  large  quantities  of  stringy  mucus  poured 
from  the  mouth.  The  rectal  bougies  on  account  of  their  size  could 
not  be  retained  so  long,  but  they  were  kept  in  for  periods  varymg  from 
12  to  45  minutes. 

The  symptoms,  as  we  might  expect,  improved  pari  passu  with  the 
enlargement  of  the  stricture.  Thus  on  January  13,  when  the  stricture 
accommodated  a  No.  9  bougie,  her  husband  estimated  that  an  hour 
and  a  half  had  been  saved  at  her  meals  per  day.  On  February  25,  she 
wrote  to  me  to  say  that  her  dinner  had  consisted  of  roast  duck,  cut 
fine,  and  mashed  potatoes;  this  was  the  first  soUd  food  she  had  eaten 
for  years.  When  she  left  Dubhn  on  July  4,  she  could  eat  whatever  she 
liked.  She  has  visited  me  frequently  since,  and  about  twice  a  year  I 
pass  a  bougie  for  her,  but  there  is  apparently  no  recontraction  of  the 
stricture;  this  is  probably  due  to  the  fact  that  she  is  herself  alive  to 
the  danger  of  recontraction  and  accordingly  comes  at  intervals  tu  get 
the  bougie  passed. 

The  next  case  is  that  of  a  lady,  set.  45  years,  who  consulted  me  for 
the  first  time  on  June  18,  1886,  for  difficulty  in  swallowing;  and  it  is 
especially  interesting  as  it  was  the  first  case  of  oesophageal  stricture  in 


FIBROUS  STRICT UKK  OF  THE  (RSOPHAGUS.  325 

which  I  tried  electrolytic  treatment.     She  had  suffered  from   gradually 
increasing  dysphagia  for  15  years,  for  which  she  could  assign  no  cause, 
when  I  saw  her  she  was    extremely  emaciated,  markedly  exsanguine, 
and  of  highly  nervous  temperament.     This,  I  presume,  was  the  reason 
that  her  dysphagia  had  always  been  looked    upon    as   spasmodic   and 
had  been  treated  invariably  by  tonics.     She  could  swallow  fluids  with 
comparative  ease,  but  any  attempt  at  solids   brought   on   attacks    of 
choking  which  generally  lasted  an  hour.  Bread  she  found  the  easiest  solid 
to  manage,  and  meat  was  always  the  worst.      The  first  day  I  saw  her, 
I  tried  to  pass  an  oesophageal  bougie  but  failed,  and  then  I  tried  a  No. 
12  urethral  bougie,  but  that  was  also  unsuccessful,  as  I  could  not    get 
it  past  a  smooth,  tough  obstruction  which  was  localized  at  a  spot  one 
inch  below  the  level  of  the  cricoid  cartilage.     The  result  of  my  efforts 
was  severe  pain  in  the  back  of  the  shoulders  and   in   the   chest.     She 
was,  however,  quite  well  until  the  next  morning  v."hen  a  small  piece  of 
bread  brought  on  an  attack  of  choking,  which  was  followed  by  violent 
spasms  and  retching  which  lasted  the  whole   day.     I  made  no  further 
attempt  for  4  days,  and  then  on  June  22,    I  succeeded   in  getting    an 
ohvary  pointed  gum-elastic  bougie  (No.   10)  though  the  stricture.     I 
then  found  that  the  stricture  was  apparently  due  to  a  ring  of  smooth, 
tough,  fibrous  tissue.     The  next  day  the  same  bougie  was  passed  and 
retained  10  minutes.     On  the  following  day,  June  24,  I  passed  an  elec 
trode  down  to  the  stricture,  and  connecting  it  with   the  negative    pole 
of  the  battery,  passed  a  weak  current,  9  Leclanche's  cells,  for  10   min- 
utes, after  which  a  No.  16  electrode  passed   easily.      The  electrolysis 
caused  very  little  distress.     On  the  25th  the  same  electrode  was    used 
for  about  10  minutes,  and  again  for  8  minutes  on  the   26th.      On   the 
28th  I  passed  No.  20  electrode  down  to  the  stricture,  but  could  not  get 
it  through.  I  then  turned  on  the  current,  4  times  of  2  minutes  each.  At 
the  third  the  electrode  passed  through  the  stricture  with  ease.     On  the 
29th  and  30th  the  same  electrode  was  used.     The  treatment  w*as  now 
suspended  until  July  5,  on  account  of  the  supervention  of  the  catamen- 
ia  which  were  always  abundant  and  necessitated  her  keeping  to  her  bed. 
On  that  day  I  found  the  No.  20  could  pass  easily,  merely    hitching  at 
the  stricture;  but  the  current  was  not  used.     At   this  time    she    could 
swallow,  she  said,  without  difficulty,  her  throat  felt  so  large.     She  was 
obliged  to  return  home  to  the  West  of  Ireland   for  family   reasons,  so 
that  I  did  not  again  see  her  untill  the  25th  of  the  following  October.    I 
then  found  that  there  was    some  recontraction.     I    could  just   get  an 
electrode  three-eighths  of  an  inch  in  diameter   through  the    stricture. 
The  following  day  I  electrolysed  the  stricture  for  10  minutes  and    sue- 
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ceeded  in  passing  a  large  sized  electrode,  five  elevenths  of  an  inch  in 
diameter.  On  October  30,  after  electrolysing  the  stricture  with  12- 
cells  for  a  few  minutes,  I  passed  the  largest  electrode  I  possessed, 
measuring  two  thirds  of  an  inch  in  diameter.  On  November  i  and  2, 
electrolysis  was  employed  for  some  minutes  each  day,  the  largest  elec- 
trode being  used  and  on  November  3,  1886,  she  returned  home. 

I  have  seen  her  at  long  intervals  since,  but  I  have  been  unable  to- 
detect  any  sign  of  recontraction.  I  saw  her  last  year  and  was  sur- 
prised to  see  how  fat  she  had  grown,  r.nd  how  improved  she  was  in  her 
general  health.  She  never  experiences  now  the  slightest  difficulty  in 
swallowing  her  food.  It  is  worth  while  observing  that  from  the  day  I 
first  saw  her  on  June  18,  until  she  returned  home  on  November  3,  she 
visited  me  16  times,  and  electrolysis  was  employed  on  11  occasions. 
This  forms  a  striking  contrast  with  the  time  required  for  gradual  dila- 
tation by  bougies  alone. 

The  fourth  and  last  case  I  have  to  record  is  that  of  a  man,  j«t.  68 
years,  by  occupation  a  railway  guard,  who  has  recently  been  under  my 
care.  Gradually  increasing  dysphagia  had  been  coming  on  for  7  or  8 
years.  At  the  beginning  there  were  intervals  during  which  he  could 
swallow  quite  well.  He  could  assign  no  cause  for  the  disease  and 
never  had  had  syphilis,  or  any  previous  disease  or  injury  to  the  guile:. 
Until  three  years  ago  he  was  able  to  eat  his  ordinary  food,  but  then  he 
had  to  begin  to  mince  his  food.  In  May  or  June  last,  he  had  to  give 
up  eating  meat  or  any  solid  food.  His  food  lately  has  consisted  of  the 
soft  part  of  bread  broken  into  cocoa,  soup,  or  chicken  broth  with  bread 
soaked  in  it  and  for  supper  Benger's  food.  This  he  could  swallow 
well,  but  nevertheless  he  had  been  emaciating  rapidly.  When  he  came 
to  me  on  December  17,  1889,  I  found  I  could  pass  a  fairly  large  sized 
olivary  pointed  bougie  (somewhat  less  than  ^inch  m  diam.eter)  through, 
an  apparently  fibrous  stricture  situated,  as  nearly  as  I  could  measure  it.. 
about  4  centimetres  from  the  orifice  of  the  oesophagus.  On  passing  a 
bougie  downwards,  a  second  stricture  was  discovered  close  to  the  car- 
diac orifice  of  the  stomach.  A  series  of  measurements  were  taken  which 
showed  that  there  was  a  distance  of  15^  centimetres  between  the  two 
strictures;  and  therefore  the  lower  stricture  was  situated  about  4  or  5. 
centimetres  above  the  cardiac  orifice.  At  this  time  I  could  not  esti- 
mates its  size  as  I  could  not  succeed  in  passing  any  bougie  through  it. 
I  therefore  devoted  my  attention  during  the  next  few  days  to  dilating 
the  upper  stricture.  On  December  21,  his  weight  in  his  clothes  was 
lost.  5^  lbs.  On  December  24,1  passed  an  oesophageal  dilator,  made 
by  Matthieu,  through  the  upper  stricture  and   having  dilated   it  to  its- 
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full  size  (about  one  inch  in  its  broadest  diameter)  I  withdrew  it  slowly. 
The  subsequent  pain  was  very  slight,  and  he  told  me  he  thought  he 
could  get  down  his  food  more  easily. 

Up  to  December  30,  I  had  not  been  able  to  pass  even  a  small  bou- 
gie through  the  cardiac  stricture,  and  I  discussed  both  with  the  patient 
and  with  Dr.  Ford  of  Waterford,  who  sent  up  the  patient  to  me,  the 
propriety  of  dilating  this  lower  stricture  with  the  finger  through  ark 
opening  made  in  the  stomach,  as  recommended  and  successfully  per- 
formed by  Loreta  of  Bologna;  but  on  this  day  I  succeeded  in  passing 
this  oesophageal  bougie.  I  then  determined  if  possible  to  forcibly  di- 
late the  stricture  and  accordingly,  having  succeeded  in  passing  the 
same  oesophageal  dilator  as  before,  I  opened  it,  until  it  measured  about 
f  of  an  inch  in  diameter,  and  withdrew  it.  The  stricture  was  found  to 
be  extremely  firm  and  resisting  and  the  dilating  process  caused  some 
pain,  which  continued  during  the  night  and  was  referred  to  a  spot 
between  the  shoulders.  The  tollowing  day  deglutition  seemed  to  him 
to  be  easier,  and  I  then  succeeded  in  passing  a  No.  20,  and  on  January 
I,  a  No.  28,  into  the  stomach.  This  No.  28  measures  i|^  inches  in 
circumference.  His  weight  was  again  taken,  when  it  was  found  that 
he  had  gained  i  lb.  3  oz.  since  December  21.  The  bougie  was  kept 
in  for  15  minutes. 

On  January  3,  I  began  electrolysis  and  repeated  it  every  day  until 
the  9th,  and  agam  on  the  13th  and  i6th,  that  is,  in  all,  9  times.  Both 
strictures  were  electrolysed  for  about  15  minutes  each  time.  On  Jan- 
uary 10,  I  was  able  for  the  first  time  to  pass  a  full  sized  oesophageal 
bougie  through  both  strictures  into  the  stomach.  It  was  passed  daily 
till  the  17th  when  I  saw  him  for  the  last  time;  on  each  occasion  it  was 
kept  in  from  15  minutes  to  half  an  hour.  On  January  4,  he  was  able 
to  take  meat  for  the  first  time  and  continued  it  daily  afterwards.  His 
weight  on  January  17  was  10  st.  11  lbs.,  that  is,  he  had  gained  since 
December  21  5^  lbs',  in  weight.  He  returned  home  on  January  18. 
He  has  gained  also  considerably  in  strength,  and  the  day  before  he  left 
me,  told  me  with  pride  that  he  had  walked  the  whole  way  from  Phibs- 
boro  road  to  my  house. 

Dr.  Ford,  of  Waterford,  who  has  been  attending  him  since  his  return 
home, and  who  has  passed  the  bougie  successfully  every  second  day,wrote 
to  me  on  February  13,  saying:  "Ned  could  not  be  better.  He  saw  you 
on  December  17,  and  since  then  he  has  gained  18  lbs.  in  weight.  His 
appetite,  whetted  by  2  or  3  tnps  to  Tramore  every  day,  is  excellent, 
and  he  has  no  difficulty  in  deglutition.  *  *  *  This  morning  I 
noticed  his  uniform  coat  fitting  him  as  it  should.  There  was  a  time 
when  it  hung  loosely  on  him." 


32S  KENDAL  FRANKS. 

I  heard  from  the  patient  himself  on  March  13.  He  tells  me  there 
is  no  difficulty  in  passing  the  bougie  down  into  the  stomach.  This  is 
done  every  second  day  and  left  in  for  15  minutes  each  time.  He  says 
he  gained  28  lbs.  between  January  21,  and  March  13. 

These  four  cases  of  fibrous  stricture  of  the  oesophagus  are 
instructive  in  many  ways.  The  last  one,  of  course,  is  open  to 
the  objection  that  the  treatment  has  been  too  recent  to  speak 
with  any  confidence  as  to  the  ultimate  result,  and  I  also  con- 
fess that,  for  a  time,  I  was  impressed  by  the  doubt  as  to 
whether  some  malignant  disease  were  not  at  the  root  of  it, 
having  regard  to  the  age  of  the  patient,  viz.,  68.  But,  on  the 
other  hand,  a  history  of  gradually  increasing  dysphagia  ex- 
tending over  a  period  of  eight  years,  and  the  improvement 
which  followed  the  process  of  dilatation,  are  in  favor  of  the 
strictures  being  of  a  cicatricial  nature.  Added  to  these  the 
sense  of  touch  which  gave  the  impression  of  a  dense  band  or 
thickening  instead  of  the  nodulated  tumefaction  of  a  malignant 
growth,  I  think  I  am  justified  in  looking  upon  the  case  as  one 
of  a  benign  character,  although  the  possibility  of  a  malignant 
neoplastic  growth  cannot  be  entirely  dismissed  trom  view. 

In  the  first  place  these  cases  show  that  forcible  dilatation  or 
rupture,  when  followed  by  systematic  treatment,  may  be  useful 
in  some  of  these  cases.  Its  advantages  are  that  it  hastens  the 
process  of  dilatation,  especially  in  cases  where  it  is  desirable 
to  open  up  the  passage  with  as  little  delay  as  possible;  and 
secondly  it  is  a  much  safer  proceeding  than  dividing  the  stric- 
ture with  a  sharp  instrument.  There  can  be  little  doubt  that 
division  of  a  stricture,  where  we  can  regulate  the  amount,  posi- 
tion and  direction  of  the  incision,  is  ideally  the  best,  but  un- 
fortunately in  the  oesophagus  this  is  not  exempt  from  danger. 
In  Mackenzie's  book  on  the  Throat  and  Nose,  he  gives  statis- 
tics of  eleven  cases  of  cicatricial  stricture,  in  which  internal 
oesophagotomy  was  performed  with  three  deaths,  all  due  to 
the  operation.  This  gives  a  percentage  of  27.28%.  Rapid 
dilatation,  on  the  other  hand,  is  comparatively  a  safe  proced- 
ure, and  has  proved  beneficial  in  the  limited  experience  I  have 
had  of  it.     Electrolysis,  I  believe,  will  prove  of  great   service 
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in  these  cases,   which  are    acknowledged  to   be   difficult   and 
often  intractable  to  treat.     Our  experience  of   its  use  in  oeso- 
phageal strictures  is,  of  course,  very  scanty,   but  in    similar 
affections  of  the  urethra  it  has  found  many    warm  supporters. 
Many  will  remember  the  interesting  paper  on  this  subject  read 
before  this  Academy  by  Mr.  Patrick  Hayes.       It    was    mainly 
owing  to  that  paper  that  the  idea  occurred  to    me  to   try  it  in 
CESophageal  strictures  of  a  cicatricial  nature.     Case  III  seems 
to  show  that  by  electrolysis  we  can  obtain  a  more  rapid    dila- 
tation than  by  the  simple  passage  of  bougies,  and  in  her  case, 
certainly,  the  improvement  appears   to  be  permanent,  as  there 
was  no  recontraction  three  years  afterwards.      In  the  last  case 
I  also  think  it  was  of  use,  and  I  think  the  enlargement  of  the 
cardiac  stricture  especially  was  hastened    by  the   use    of  the 
electric  current. 

There  are  other  points  of  interest  which  time  will  not  allow 
me  to  refer  to  now — but  I  trust  that  other  surgeons  will  be  in- 
duced to  try  electrolytic  treatment  of  these  strictures  and  to 
publish  the  results,  so  that  by  accumulated  knowledge  we  may 
be  able  to  arrive  at  a  just  estimate  regarding  its  utility. 

"Organic  stricture,  of  whatever  kind,  is  incurable.  Dilata- 
tion, by  means  of  bougies  increasing  in  size,  may  afford  partial 
and  temporary  relief.  *  *  *  The  principal  use  of  a  bougie 
is  to  determine  the  existence  of  a  stricture,   its   situation  and 

nature,  and  thus  to  complete  the  diagnosis  of  this  affection 

due    caution    being    observed    in    passing  the    instrument." 

Gant's  StJidenf  s  Surgery,  1890,  p.  536. 
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THE  operation  of  cholecystotomy  has,  of  late,  become  quite 
a  common  operation  in  Europe;  in  America,  however, 
but  few  cases  have  been  reported.  The  operation  was  first 
described  over  150  years  ago  by  Petit.  It  was  forgotten  until 
Marion  Sims,  in  Paris,  in  1878  revived  it.  The  result  in  his 
case  was  fatal. 

In  1879  Mr.  Lawson  Tait  successfully  performed  the  opera- 
tion on  a  woman,  aet.  40  years,  and  since  that  time  it  has  been 
frequently  performed  with  satisfactory  results.  Mr.  Tait'  has 
performed  cholecystotomy  some  55  times,  with  3  deaths,  2  of 
which  were  due  to  cancer  of  the  liver. 

The  difficulties  of  the  operation  vary  greatly  in  different 
cases.  When  the  gall-bladder  is  distended,  its  wall  can  be  su- 
tured to  the  abdominal  parietes,  then  incised,  and  the  gall- 
stones extracted  ;  but  when  the  gall-bladder  is  shrunken  and 
small,  or  altered  by  inflammatory  action,  the  operation  of 
cholecystotomy  may  present  unusual  difficulties. 

The  operation  of  cholecystotomy,  or  removal  of  the  gall- 
bladder, is  advocated  by  some  surgeons  (e.  g.,  Langenbuch,  of 
Berlin,  and  Knowsley  Thornton,  of  London)  as  preferable  to 
cholecystotomy.  The  operation  is  a  much  more  serious  one, 
and  the  results  obtained  are  no  better  than  in  cholecystotomy. 
The  one  point  in  its  favor  is  that  it  prevents  a  recurrence  of  the 
conditions  which  necessitated  the  operation,  but  on  the  other 
hand  in  many  cases,  owing  to  changes  produced  by  imflamma- 
tory  action,  it  is  impracticable  and  it  will  not  relieve  an  obstruct- 
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ed  common  duct.  No  doubt  in  some  cases  cholecystectomy  is 
advisable,  whilst  in  others,  which  form  the  majority,  cholecys- 
totomy  should  be  practiced.  More  evidence  is  neccessary  before 
exact  rules  can  be  laid  down  as  to  the  choice  of  operation. 

The  diagnosis  of  gall-stones  in  some  cases  is  very  easy, 
whilst  in  others  most  difficult.  The  case  I  am  about  to  relate, 
comes  under  the  latter  category,  for  it  was  thought  to  be  a 
case  of  malignant  disease  until  the  abdomen  was  opened  and  a 
close  investigation  of  the  tumor  showed  it  to  be  a  very  much 
altered  gall-bladder  enclosing  three  large  stones.  Without 
further  preliminary  remarks  I  shall  now  give  a  report  of  the 
case: 

Mrs.  B.  aet  51  years, was  sent  me  by  Dr.  Lynch  of  Winnepeg,Man.,  in 
June  last,  suffering  from  a  tumor  of  the  abdomen  which  he  thought 
might  be  relieved  by  operation.  She  is  a  fairly  well-nourished  woman, 
of  rather  blonde  complexion,  mother  of  eight  children.  Has  lived  in 
India  and  has  always  enjoyed  good  health  up  to  a  year  ago.  When 
on  a  visit  to  England  in  1889,  she  was  first  troubled  with  dyspeptic 
symptoms,  discomfort  after  eating,  and  pain  in  the  epigastrium.  During 
the  past  year  has  been  Josing  flesh  and  recently  has  rapidly  become 
thinner.  Six  weeks  before  consulting  me  she  was  suddenly  seized  with 
a  severe  pain  in  the  epigastrium  accompanied  by  incessant  vomiting 
and  great  tenderness  over  the  abdomen  with  elevation  of  temperature. 
Dr.  Lynch  at  this  time  first  detected  a  tumor  to  the  right  of  the  um- 
bilicus about  as  large  as  an  orange,  which  was  tender  and  quite  mova- 
ble. Since  the  first  attack  she  has  had  two  others  precisely  similar 
and  has  never  been  free  from  pain  and  discomfort  about  the  abdomen 
especially  after  eating  or  moving  about  much.  Owing  to  the  severe 
continuous  pain  she  has  been  more  or  less  under  the  influence  of  mor- 
phia for  the  last  six  weeks.  Has  never  had  jaundice.  I  saw  her  on  June 
13,  1890,  for  the  first  time  with  Dr.  George  Ross  and  Dr.  A.  A.  Browne. 
On  examining  the  abdomen  we  easily  made  out  a  tumor  apparently 
about  the  size  of  a  foetal  head  to  the  right  and  overlapping  the  median 
line  below  the  umbilicus.  The  tumor  was  smooth  on  the  surface  and 
deeper  down  appeared  to  consist  of  a  hard  irregular  mass.  It  was  free- 
ly movable  but  was  most  easily  pushed  upwards  and  to  the  left;  dull 
on  percussion  and  tender  to  the  touch.  Temperature  and  pulse  nor- 
mal. We  all  came  to  the  conclusion  that  we  had  to  do  with  a  malig 
nant  growth  connected  with  the  pyloric  end  of  the  stomach  or  even 
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probably  with  the  bowel.     We  decided  to  recommend  an  exploratory 
incision  and  were  prepared  to  remove  it  if  possible. 

Operation  June  17,  1890.  Assisted  by  Dr.  James  Bell  I  opened  the 
abdomen  in  the  median  lime  immediately  over  the  tumor  at  the  level  of 
the  umbilicus.  On  opening  the  peritoneal  cavity  an  elongated  portion 
of  the  liver  was  first  met  with  and  this  was  the  smooth  surface  of  the  tumor 
which  had  been  previously  felt.  Beneath  this  portion  of  the  liver  was 
a  large  hard  mass  covered  by  omentum  and  intestine.  The  mass  felt  hard 
and  nodular  like  a  new  growth  and  was  almost  the  size  of  a  base-ball.  The 
liver  appeared  to  be  cirrhotic  and  although  attached  to  the  tumor  was  not 


Fig.  I. — Sketch  of  Supposed  Condition  of  Gall-Bladder. 

G.     Thickened  gall-bladder  containing  gall-stones.     D.     Cystic-duct  dilated  and 
containing  gall-stone.    L.     Lacing  lobe.     F.     Lacing  furrow. 

infiltrated  by  it.  After  carefully  examining  the  parts  I  looked  for  the  gall- 
bladder but  failed  to  find  it,  so  the  mass  beneath  the  liver  was  still  further 
investigated  by  lifting  up  the  lobe  of  the  liver  covering  it.  The  adhesions 
were  easily  torn  through  and  some  bleeding  took  place.  Whilst  sep- 
arating the  parts  there  was  a  gush  of  dark  colored  fluid  and  putting 
my  fingers  in  the  opening  from  where  the  fluid  flowed  I  came  upon  a 
hard  substance  which  I  extracted  with  a  pair  of  forceps.  This  proved 
to  be  two  large  gall-stones  fused  together  and  about  the  size  of  small 
wallnuts.  Pushing  my  fingers  still  further  into  the  cavity  I  felt  a  nar- 
row orifice  and  behind  this  another  cavity  containing  a  large  stone. 
This  was  extracted  with  difficulty  by  pushing  it  from  behind  by  means 
of  the  fingers  of  the  other  hand  passed  beneath  the  livei'. 
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No  Other  stones  could  be  felt  in  the  direction  of  the  common  duct. 
The  tumor  bore  not  the  slightest  resemblance  to  a  gall-bladder  and  looked 
more  like  a  mass  of  new  growth  or  inflammatory  tissue  in  which  were 
inbedded  the  stones  and  over  which  was  liver  and  intestines.  During 
these  manipulations  the  peritoneal  cavity  had  been  guarded  by  sponges 
so  no  fluid  escaped  into  it.  The  parts  where  irrigated  by  hot  water 
and  now  the  problem  was  how  to  attach  this  very  much  altered  gall- 
bladder to  the  abdominal  wall  and  to  prevent  escape  of  bile  into  the 
peritoneal  cavity.  The  edges  of  the  cavity  which  had  contained  the 
^U-stones  were  so  friable  that  they  could  not  be  brought  up  to  the 
abdominal  wall.  However,  with  a  continous  silk  suture,  omentum  was 
made  use  of  in  some  places  and  portions  of  liver  in  others  to  fill  in  the 
space  which  existed  between  the  wall  of  the  abdomen  and  the  edge  of 
the  altered  gall-bladder,  and  at  last  with  much  difficulty  the  task  was 
accomplished. 

A  red  rubber  drainage  tube  was  introduced  into  the  cavity  past  the 
constricted  portion;  over  this  was  replaced  the  portion  of  liver  which 
had  been  lifted  up  and  then  the  abdominal  incision  was  closed  with 
half  a  dozen  silkworm  gut  sutures,  the  drainage-tube  protruding  from 
the  rear  end  of  the  wound.  The  wound  was  dressed  with  washed 
gauze  and  a  pad  of  absorbent  cotton.  The  patient  rallied  well  from  the 
operation,  which  had  taken  some  time,  and  had  no  vomiting.  There 
was  some  thirst  and  pain  complained  of  the  first  24  hours.  The  tem- 
perature was  normal  throughout  and  pulse  never  rose  above  90. 

Next  morning,  owing  to  the  great  discharge  of  bile,  the  dressing 
had  to  be  changed  and  after  this  twice  daily,  the  dressing  being  satu- 
rated with  bile,  immense  quantities  of  which  escaped.  On  the  third 
day  the  tube  was  shortened,  and  on  the  fifth  day  the  stitches  and  tube 
were  removed  and  the  wound  was  found  completely  healed  except  where 
the  tube  had  been. 

On  the  9th  day  patient  was  up  and  dressed  and  moving  about  the 
room.  The  bile  still  continued  to  flow  in  large  quantities  at  night 
only  when  on  her  side.  Bowels  were  kept  freely  opened  by  salines 
and  the  stools  although  light-colored  were  not  white.  At  the  end  of  the 
second  week  the  patient  said  she  felt  as  well  as  ever  she  did  and  went 
out  driving  every  day.  The  bile  ceased  to  flow  quite  suddenly  on  the 
15th  day  after  operation.  The  sinus  having  completely  healed  up,  a 
.careful  examination  was  made  and  no  tumor  could  be  felt  nor  was 
there  any  tenderness.  She  left  for  home  on  July  ir,  feeling  perfectly 
well. 
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I  have  given  this  case  in  detail  chiefly  on  account  of  the 
great  difficulties  there  were  in  diagnosis.  The  case  was  a  puz- 
zling one  even  after  the  abdonen  was  opened,  the  gall-bladder 
being  so  altered  as  not  to  be  easily  recognizable.  It  was  com- 
posed of  a  large  mass  of  tissue  the  character  of  which  could 
not  with  certainty  be  made  out.  To  the  naked  eye  it  might 
have  been  new  growth  or  inflammatory  tissue.  Portions  of  this 
tissue  were  removed  and  examined  microscopically  by  Dr.  W. 
Johnston,  pathologist  to  McGill  University,  and  pronounced  by 
him  to  be  composed  entirely  of  inflammatory  tissue.  The 
elongated  portion  of  the  liver,  above  referred  to,  seemed  to  be 
ctirely  bloodless  when  cut  into,  in  fact  it  was  in  a  condition 
of  cirrhosis,  due  no  doubt  to  long  continued  pressure  of  the 
borders  of  the  ribs  on  the  right  lobe  of  the  liver  from  tight  lac- 
ing, what  has  been  called  by  Marchand  a  true  lacing  lobe  being 
formed;  the  gall-bladder  being  entirely  in  this  part  of  the  right 
lobe  the  thinned  portion  of  the  liver  is  directly  over  the  neck 
of  the  gall-bladder  and  cystic  duct;  this  produces  stagnation 
of  the  flow  of  bile  and  leads  to  its  thickening  and  the  formation 
of  the  gall-stones.  My  patient  asserted  she  had  never  laced 
tightly.  Still  some  pressure  must  have  been  exercised  to 
cause  the  condition  of  liver  found.  The  result  of  this  case  was 
most  encouraging  and  points  to  the  adva"htage  of  exploratory 
laparotomy  in  doubtful  and  even  apparently  hop*"less  cases. 


EMPYEMA     OF    GALL-BLADDER.     CHOLECYSTOT- 

OMY    IN    TWO    STAGES    WITH     EVACUATION 

OF   TWO  PINTS  OF  PUS  AND  THREE 

GALL-STONES.     RECOVERY. 

By  WEST  HUGHES,    M.D., 

OF    LOS  ANGELES,  CAL. 

PIANO-TUNER,  aet.  28  years,  married;  seen  in  consultation  with 
Dr.  DeSzigethy,  Jan.  8,  i8go.  Family  history  good.  No  his- 
tory of  syphilis.  About  two  years  ago  patient  noticed  a  swelling,  the 
size  of  an  egg,  in  right  hypochondriac  region.  Two  or  three  months 
afterward  there  was  a  throbbing  pain  in  it,  which  became  so  severe  as 
to  necessitate  morphine  injections  for  several  days.  He  was  confined 
to  his  bed  for  about  two  weeks,  when  the  pain  entirely  ceased.  Since 
then  the  swelling  has  grown  slowly,  but  he  has  been  free  from  pain. 
Close  questioning  elicits  the  fact  that  previous  to  two  years  ago  he 
had  had  several  attacks  of  abdominal  "cramps"  at  intervals  of  four  or 
five  months.  But  the  pain  was  never  severe  enough  to  confine  him 
to  bed,  and  he  got  well  without  medicine.  He  has  never  been  jaun 
diced. 

He  now  has  an  uneasy  feeling  in  the  abdomen  and  suffers  slightly 
from  dyspnoea  on  exertion.     Bowels  shghtly   constipated. 

Examination.  Patient  is  well  nourished.  In  right  hypochondriac 
region  is  a  bulging  tumor,  the  size  of  a  child's  head,  having  a  tense, 
elastic  feel,  dull  on  percussion,  freely  movable  in  all  directions  except 
directly  from  the  liver.  Tumor  dulness  is  continuous  with  dulness  of 
liver  over  an  area  three  inches  wide. 

January  8,  1890.  An  aspirating  needle  introduced  and  a  small  quan- 
tity of  turbid  fluid  withdrawn,  which,  on  settling  over  night  in  a  test- 
tube,  leaves  a  sediment  one-third  its  volume.  This  sediment,  under  the 
microscope,  is  seen  to  consist  of  pus  corpuscles  in  large  number,  gran- 
ular cells  and  irregular  masses  of  debris.  No  booklets.  The  super- 
natant fluid  is  clear,  transparent,  of  a  light  straw  color,  odorless, 
shghtly  alkaline,  sp.  gr.  1002.      Gmelin's  and  Pettenkoter's    tests   for 
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bile  negative.     Urine  clear,  straw  colored,  acid,  sp.  gr.  1018.     No  al- 
bumen, no  bile.     Microscopical  examination  negative. 

After  the  aspiration  there  was  slight  peritonitis,  principally  local- 
ized, lasting  four  days,  during  which  time  patient  was  kept  in  bed,  un- 
der the  influence  of  morphine. 

February  9.  Tumor  has  apparently  increased  in  size  and  is  slightly 
painful  (probably  due  to  repeated  manipulation,  as,  without  my  knowl- 
edge, patient  was  examined  by  a  number  of  physicians). 

Operation.  Ether.  Assisted  by  Dr.  Powers  and  Dr.  Brill.  Skin 
incision  3  inches  in  length,  beginning  at  free  border  of  ribs,  h  inch  to 
outer  side  of  rectus;  and  extending  downward  and  slightly  inward  over 
the  centre  of  tumor.  All  bleeding  points  clamped  and  tied.  Parietal 
peritoneum,  which  was  normal,  was  lifted  with  forceps,  and  divided 
with  scissors  for  i^  inches.  Tumor  freely  moveable  with  respiration. 
Visceral  peritoneum  covering  it  deeply  congested. 

Incision  packed  with  iodoform  gauze  and  a  strongly  antiseptic  dress- 
ing (wet  bichloride  1-500)  applied.  Administered  hypodermic  of  mor- 
phine gr.  \. 

February  16.  At  8  a  m.  the  day  after  the  operation  temperature 
was  100°.  At  8  P.M.  temperature  was  normal.  Respiration  has  been 
entirely  thoracic.  To  prevent  motion  of  diaphragm,  urine  has  been 
drawn  with  a  catheter,  which  is  kept  in  1-40  solution  of  carbohc  acid, 
and  bowels  have  been  kept  from  moving  by  morphine,  gr.  Ye-  t.  i.  d. 
To-day  morphine  discontinued.     Ordered   glycerine  suppository. 

February  23.  Bowels  have  moved  daily  since  last  note.  Patient 
etherized  and  dressing  removed.  Discharge  not  through.  No  odor 
of  decomposition.  Wound,  which  had  closed,  was  opened  up  with  di- 
rector. Tumor  tound  adherent  for  two -thirds  of  circumference  of 
wound  above  and  to  the  inner  side.  To  outer  side  and  below,  finger 
passed  freely  between  abdominal  wall  and  tumor. 

Lower  and  outer  edges  of  wound  stitched  to  tumor  with  catgut. 
Iodoform  gauze  packed  tightly  into  wound.  Antiseptic  bichloride 
dressing. 

March  2.  The  day  following  last  operation  temperature  was  101°; 
since  then  it  has  varied  between  99*^  and  100°.  Patient  has  a  painful 
cough,  and  spits  up  mucus  streaked  with  blood.  Bowels  have  moved 
daily,  with  little  pain. 

Dressing  removed  under  chloroform,  which  was  chosen  on  account 
of  condition  of  lungs.  Discharge  shght.  No  decomposition.  Adhe- 
sions around  edges  ot  wound  complete. 

Free  incision  made  into  tumor,  and  two  pints  of  odorless  pus  evac- 
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nated.  Probe  passed  into  cavity  upward  and  inward  8  inches.  Tu- 
mor wall  \  inch  thick.  Two  fingers  passed  within  and  cavity  explored. 
Internal  surface  has  a  soft,  velvety,  villous  feel.  No  foreign  bodies 
detected;  but  exploration  was  not  thorough,  for  fear  of  breaking  up 
adhesions. 

Cavity  washed  out  with  boiled  water,  and  two  rubber  drainage  tubes 
inserted  a  depth  of  5  inches.  Iodoform  gauze  and  wet  bichloride 
dressing. 

March  10  Temperature,  pulse  and  respiration  have  been  normal 
since  operation,  and  patient  has  had  a  ravenous  appetite. 

Cavity  has  been  washed  out  daily  with  1-30000  bichloride,  and  has 
•contracted  to  one-third  its  former  size.  The  discharge  is  now  a  clear, 
colorless,  thick,  gelatinous  mucus,  free  from  odor,  about  a  teaspoonful 
daily. 

Finger  introduced  upward  and  inward  its  full  length  touches  a  hard 
body  quite  firmly  imbedded.  It  was  removed  with  difficulty,  and 
found  to  be  a  gall  stone,  with  facets.  Two  others  removed,  each  about 
the  size  of  a  hazelnut. 

March  15.  Several  subsequent  explorations  fail  to  detect  any  more 
stones. 

Finger  can  be  introduced  its  full  length  along  a  funnel-shaped  cav- 
ity, with  mouth  toward  abdominal  wound.  Alligator  urethral  forceps 
introduced  a  distance  of  8  inches,  till  extremity  is  grasped  tightly  in 
cystic  duct. 

Patient  allowed  to  sit  up  and  walk  about  the  room.  About  10  days 
afterward  the  dressing  became  stained  with  bile,  for  the  first  time, 
wiien  the  drainage  tubes  were  removed  and  wound  allowed  to  close. 
He  left  the  city  shortly  afterward,  but  informed  me  by  letter  (dated 
May  11),  that  the  wound  was  all  but  closed,  and  there  was  scarcely 
any  discharge. 

There  are  several  points  about  this  case  worthy  of  special 
note.  It  is  remarkable  that  such  a  quantity  of  pus  should 
have  given  rise  to  no  constitutional  disturbance;  also  that,  not- 
withstanding the  inflammation  which  must  have  preceded  the 
suppuration,  there  were  absolutely  no  adhesions  between  the 
parietal  peritoneum  and  that  covering  tumor.  The  extraor- 
dinary thickness  of  the  tumor  wall  (^4  inch)  is  also  worth  re- 
marking. In  simple  distended  gall-bladder  the  wall  is  very 
thin. 
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The  very  long  time  (two  weeks)  between  the  first  and  sec- 
ond operation  will  probably  be  commented  on.  Propositions 
were  made  to  operate  a  week  sooner,  but  the  weather  was 
damp  and  cold,  and  there  were  no  means  of  heating  the  room 
except  a  small  gas  stove.  The  hygienic  surroundings  were 
bad  enough,  and  I  was  anxious  not  to  make  them  worse.  On 
account  of  the  surroundings,  after  performing  the  operation  as 
antiseptically  as  possible,  an  unusually  strong  bichloride  dress- 
ing (1-500,  freshly  prepared)  was  applied,  the  skin  being  pro- 
tected with  rubber  tissues  soaked  in  1-5000  bichloride. 

At  the  first  operation,  after  opening  the  peritoneal  cavity, 
the  gall-bladder  was  not  sutured  to  the  edges  of  the  wound, 
because  on  account  of  its  size  and  bulging,  it  was  not  possible 
for  any  other  object  to  present  at  the  wound  and  become  ad- 
herent. Suturing  was  thought  to  be  entirely  superfluous;  it 
was  believed  that  firm  adhesions  could  be  secured  by  packing 
the  wound  with  iodoform  gauze.  Failure  to  secure  this  result 
was  due  to  the  fact  that  the  strip  of  gauze  was  in  some  way 
pushed  up  out  of  the  opening  in  the  peritoneal  cavity  which 
then  entirely  closed.  If  the  operation  hid  not  been  performed 
antiseptically,  and  such  a  strong  antiseptic  dressing  applied, 
adhesions,  would  probably    have  been  firm  enough. 

At  the  second  operation,  after  suturing  the  non-adherent 
edges  of  the  wound  to  the  tumor,  the  operation  could  proba- 
bly have  been  completed  with  safety.  But  it  was  thought  that 
a  further  delay  would  give  the  patient  more  chances  of  re- 
covery. 

About  80  cases  of  cholecystotomy  have  been  reported, 
more  than  half  of  them  by  Lawson  Tait,  who  considers  the 
operation  a  very  trivial  affair.  But,  so  far  as  I  can  ascertain, 
there  have  been  only  two  other  cases  of  a  non-adherent,  sup- 
purating tumor  of  the  gall-bladder  successfully  operated  upon. 
There  have  been  several  such  cases  operated  upon  with  fatal 
result,  death  being  caused  by  suppurative  peritonitis,  due  to 
the  entrance  of  the  contents  of  the  gall-bladder  into  the  peri- 
toneal cavity.  It  would  seem  far  better  to  operate  in  two 
stages,  when  this  danger  can  be  entirely  eliminated. 

In  empyemic  distention   the  walls    of   the    gall-bladder    are 
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thickened,  non-elastic,  and  somewhat  friable.  It  would  be  a 
difficult  proceeding  to  evacuate  the  contents  through  a  trochar 
or  by  aspiration,  enlarge  its  opening  and  suture  its  edges  to 
the  wound,  without  allowing  some  of  the  fluid  to  escape  into 
the  peritoneal  cavity.  In  simple  distention,  the  walls  being 
thin  and  elastic,  there  would  be  no  necessity  of  performing  the 
operation  in  two  stages.  In  such  cases  the  opening  in  'the 
gall-bladder  and  the  abdominal  wound  may  be  sutured  sepa- 
rately, the  gall-bladder  being  returned  to  the  abdominal  cav- 
ity. But  a  simpler  and  safer  operation  (Tait)  is  to  suture  the 
edges  of  the  bladder  opening  to  the  edges  of  the  wound  and 
insert  a  drainage  tube  into  the  bladder.  At  the  end  of  a  few 
days  the  tube  can  be  removed.  Then  if  the  obstruction  has 
been  entirely  relieved,  the  fistula  will  readily  heal.  If  the  ob- 
struction still  exists  (and  of  this  the  operator  can  never  be  ab- 
solutely sure  at  the  time  of  operation)  even  if  the  fistula  should 
close  and  the  distention  recur,  the  wound  could  be  torn  open 
with  the  finger  or  with  some  blunt  instrument,  without  the  ad- 
ministration of  an  anaesthetic.  But  if  the  gall-bladder  should 
have  been  sutured  separately,  then  in  case  of  a  recurrence  an- 
other operation  would  be  necessary.  The  indication  that 
there  was  no  longer  any  obstruction  in  my  case  was  the  es- 
cape of  bile  from  the  fistula,  the  contents  of  the  gall-bladder 
at  the  time  of  operation  being  entirely  free  from  bile.  Of 
course  there  never  was  any  obstruction  in  the  common  duct, 
since  there  was  never  any  jaundice. 


EDITORIAL     ARTICLES. 


BERGMANN     ON     THE     SURGICAL      TREATMENT      OF      DISEASES 
OF    THE     BRAIN. 

The  first  edition  of  Prof,  von  Bergmann's  work  on  the  Surgical 
Treatment  of  Diseases  of  the  Brain,  being  a  contribution  from  his 
Beriin  Khnik  in  1887,  was  reviewed  in  the  Annals  of  Surgery,  of 
April,  1888.  In  that  edition  the  subject  of  deep  cerebral  abscesses, 
tumors  and  epilepsy  alone  received  attention.  In  a  second  edition, 
issued  in  1889,  from  the  press  of  Hirschwald,  of  Berlin,  two  new 
chapters  are  added,  dealing  with  congenital  diseases  of  the  brain,  and 
intracranial  pressure.  These  chapters  are  reviewed  at  length  by  Dr. 
Salzer,  in  IViefier  klin.  Wochenschrifi,  1S89,  II  ,  Nos  40  and  41, 
from  which  we  take  the  following: 

The  operative  treatment  of  encephalocele. — Bergmann  opposes  the 
nearly  general  view  of  the  more  favorable  prognosis  in  the  opera 
tive  treatment  of  meningocele  compared  with  that  of  encephalocele. 
First  presenting  the  pathologico  anatomical  characteristics  of  the  sin 
cipital  forms  of  cephaloceles  (i,  naso-frontal;  2,  ethmoidal;  3,  naso 
orbital)  and  proving  that  hydrencephalocele  and  cenencephalocele  are 
more  frequent  than  pure  meningocele,  he  treats  especially  of  cenenceph- 
alocele, for  which  he  had  very  successfully  operated  in  one  case. 
These  constitute  the  largest  number  of  these  tumors  on  the  forehead, 
are  of  small  size  with  a  broad  base  or  only  indistinctly  pediculated, 
feel  lax,  at  least  not  tense,  to  the  touch,  are  mostly  pulsating  and  be- 
come tender  on  the  child's  crying  The  skin,  covering  them,  is  fre- 
quently cicatricial  and  teleangiectatic. 

Operation  is  especially  justifiable,  as  children  with  sincipital  enceph- 
alocele live  longer,  on  an  average,  than  those  with  occipital  ones,  and 
on  the  other  hand  the  thinness  of  the  general  covering  of  the  enceph 
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alocele  very  much  endangers  the  condition  of  the  patient.  This  class 
of  encephalocele  are  all  laterally  situated,  and  only  in  a  large  osseous 
interspace  is  a  median  position  smiulated.  The  protruding  brain  sub- 
stance always  belongs  to  the  extremitas  frontalis  of  the  corresponding 
hemisphere;  that  is,  to  a  region  which  may  be  lost  without  producing 
any  ill  effects  on  the  functions  of  the  brain.  On  the  basis  of  his  in- 
vestigations Bergmann  advocates  a  radical  operation,  especially  for 
sincipital  encephalocele,  by  means  of  the  extirpation  of  the  entire 
protruding  sac  together  with  its  contents.  He  believes  that  cenen- 
cephalocele  offers  a  better  prognosis  than  hydrencephalocele,  as  just 
with  the  latter  the  danger  of  a  hydrocephalus  internus  is  much  greater. 

As  to  the  different  varieties  of  occipital  encephalocele,  operative  aid 
is  only  to  be  thought  of  in  pure  meningocele  and  the  laterally  situated 
occipital  encephalocele.  These  superior  occipital  cephaloceles  proba- 
bly have  a  course  of  development  similar  to  that  of  the  sincipital  va- 
rieties, and  only  as  a  distinction  from  those  mav,  more  frequently,  be 
hydrencephaloceles  and  thus  on  account  of  the  danger  of  the  increas- 
ing hydrocephalus  yield  a  more  unfavorable  prognosis.  They  may  be- 
come especially  dangerous  to  the  patient  also  for  the  reason  of  the 
dura  mater  being  often  lacking  over  them  (de  Ruyter)  and  as  the  an- 
giomatous skin  adheres  directly  to  the  arachnoid  and  pia  mater,  which 
also  explains  the  importance  of  even  the  slightest  injury. 

The  opening  of  deep  cerebral  abscesses  is  treated  in  the  second  chap- 
ter. In  this  Bergmann  again  emphasizes  his  conviction  that  deep  cer- 
ebral abscesses  always  will  have  a  lethal  issue,  by  breaking  through 
into  the  ventricular  or  meningeal  spaces  and,  therefore,  they  must  be 
evacuated.  The  diagnosis  is  especially  supported  by  the  knowledge 
of  the  aetiology  of  cerebral  abscesses  (open  wounds  in  the  skull,  other 
suppurative  processes  within  the  skull,  chiefly  diseases  of  the  ear,  me- 
tastatic and  tuberculous  abscesses  of  the  brain).  He  speaks  this  time 
especially  against  the  occurrence  of  idiopathic  abscesses  of  the  brain. 

In  speaking  of  the  difficulties  connected  with  the  diagnosis  of  me- 
tastatic and  tuberculous  cerebral  abscesses,  a  recent  case  operated 
upon  by  Drummond  is  quoted,  in  which  the  metastatic  abscess  had 
developed  in  the  middle  frontal  convolution  after  a  pulmonary  affec- 
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tion.  Bergmann  thinks  that  tuberculous  abscesses  of  the  brain  are 
not  radically  curable,  because  the  tuberculously  diseased  walls  of  the 
abscess  can  not  be  removed.  He  believes  operation  to  be  successful 
only  in  abscesses  caused  by  traumatism,  suppurative  processes  of  the 
ear,  or  such  of  the  bones  of  the  head. 

In  the  consideration  of  the  diagnosis  of  the  setiologically  different 
abscesses  he  emphasizes,  especially  in  regard  to  abscesses  following  af- 
fections of  the  ear,  that  attention  must  be  paid  to  the  chronicity  of  the 
preceding  disease,  but  at  the  same  time  he  calls  attention  to  the  fact 
that  they  may  also  occur  after  acute  suppurative  processes  of  the  mid- 
dle ear. 

In  regard  to  the  development  of  cerebral  abscesses  after  suppura- 
tion of  bone  the  author  mentions  as  a  favorable  factor  for  this  process 
pachymeningitis  externa  purulenta,  which  process  is  observed  from 
extension  by  continuity  of  suppuration  of  bone  into  the  cranial  cav- 
ity. In  the  consideration  of  the  fact,  that  also  in  such  cases  (as  in 
otitis  media)  the  abscesses  are  found  within  the  white  substance,  sep- 
arated from  the  ear  by  layers  of  healthy  brain-tissue,  he  presents  the 
following  hypothesis  for  the  explanation  of  the  development  of  isolated 
cerebral  abscesses:  the  extension  of  pus  along  a  sinus  leads  to  its 
thrombosis,  and  the  thrombus  in  the  sinus  to  organization;  in  the 
small  veins  of  the  brain  the  thrombus  undergoes  necrosis  and  thus  a 
periphlebitic  intra-cerebral  abscess  is  formed. 

1  he  clinical  cases  speak  for  the  frequent  occurrence  of  abscesses  in 
the  temporal  lobe  in  affections  of  the  upper  surface  of  the  petrous  por- 
tion of  the  temporal  bone,  and  for  abscesses  of  the  cerebellum  in  sup- 
puration of  the  mastoid  process,  which  circumstance  will  also  forma 
support  for  localization. 

Everything  which  aids  stagnation  of  inflammatory  products  in  ear 
affections,  especially  of  the  upper  part  of  the  cavum  tympani,  favors 
also  the  breaking  through  of  pus  into  the  dural  space,  as  well  as  the 
appearance  of  leptomeningitis  purulenta,  the  formation  of  thrombosis 
of  the  sinuses  and  deep  cerebral  abscesses. 

In  considering  cerebral  abscesses  the  following  divisions  are  made: 

1.  The  symptoms  of  the  suppuration  itself. 

2.  The  symptoms  of  the  increased  intra-cranial  pressure. 

3.  The  symptoms  of  the  focus. 
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Bergmann  quotes  a  new  example  of  an  operatively  cured  cerebral 
abscess,  after  long-lasting  suppuration  and  retention  of  pus  at  the 
place  of  fracture  of  the  left  parietal  bone  (case  of  Morini  Vicenzio, 
1887),  Abscesses  which  have  developed  without  symptoms  have 
been  several  times  operated  upon  too  late,  /.  <?.,  after  penetration  into 
the  lateral  ventricles  had  taken  place;  even  here  temporary  improve- 
ment of  the  general  state  has  been  observed.  A  case  observed  in 
1888  in  the  Berlin  clinic  illustrates  distinctly  how  quickly  in  abscesses 
of  the  temporal  lobe  the  latent  stage  passes  into  the  terminal  stage. 

Of  the  8  cases  of  deep  abscess  of  the  brain,  which  have  been  ope- 
rated on  successfully,  Bergmann  mentions  first  his  own  very  typical 
observation: 

October  14,  1888. — A  man,  get.  29  years,  had  suffered  for  a  year 
from  a  purulent  discharge  from  the  right  ear;  during  the  last  three 
weeks  he  also  had  suffered  from  vertigo  and  staggering  gait,  and  with- 
in the  last  four  days  violent  headaches,  chiefly  right-sided,  set  in. 
High  fever  (39.5°  C.)  was  present,  the  quantity  of  the  discharge  at  the 
same  time  diminishing.  No  signs  of  inflammation  could  be  discovered 
around  the  mastoid  process,  but  the  superior  wall  of  the  auditory  canal 
was  swollen  in  its  posterior  portion  and  pus  retained  in  the  upper  part 
of  the  tympanic  cavity.  The  pain  was  increased  by  percussion  of  the 
temporal  lobe  above  the  concha.  The  exhaustion  and  torpidity  of  the 
patient,  together  with  striking  decrease  of  the  pulse  (44  per  minute) , 
besides  the  above  mentioned  symptoms,  indicated  increased  pressure 
upon  the  brain. 

Disturbances  of  motilitv  and  sensibihty  in  the  left  upper  extremity 
were  especially  signs  of  increased  pressure  in  the  neighborhood  of  the 
temporal  lobe. 

Diagnosis:  Abscess  m  the  temporal  lobe.  Operation  was  decided 
upon  without  hesitation. 

For  limiting  the  field,  within  which  the  cranium  should  be  opened 
to  expose  an  abscess  of  the  temporal  lobe,  Bergmann  gives  the  fol- 
lowing  ules: 

A  line  is  drawn  about  5  cm.  above  the  arcus  zygomaticus  parallel 
to  it,  the  arch  being  easily  felt  in  the  living  subject.  The  upper  border 
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having  been  thus  marked  out,  the  posterior  may  be  found  in  a  similarly- 
simple  way.  A  basal  line  is  drawn,  i.  e.,  a  line  connecting  the  lower 
border  of  the  orbit  with  the  tuber  occipitale,  as  well  as  a  vertical  one 
to  the  sagittal  suture,  which  should  take  its  origin  from  the  posterior 
border  of  the  mastoid  process;  this  represents  the  desired  posterior 
border.  The  anterior  corresponds  to  a  line  running  parallel  to  it 
through  the  inferior  maxillary  articulation.  Now,  care  is  to  be  taken 
that  the  lower  border  ot  the  perforation  in  trephining  be  kept  at  a  dis- 
tance of  at  least  one  cm.  from  the  root  of  the  zygomatic  arch,  which 
runs  over  the  meatus  auditorius  externus. 

The  author  trephined  in  this  case  above  the  posterior  border  at  the 
base  of  the  processus  mastoideus,  struck  at  first  healthy  dura  mater 
and  then  oedematous  brain  substance.  '-The  knife  was  thrust  in  three 
times  before  it  reached  the  abscess,  which  was  situated  anteriorly  to 
the  incision.  A  greenish-yellowish,  fetid  pus  was  evacuated.  The  quan- 
tity of  it  amounted  to  about  30  c.  cm.  Digital  examination  revealed  a 
cavity  with  smooth  walls,  surrounded  on  all  sides  by  soft  masses, 
lodoform-ether  was  carefully,  and  with  the  slightest  pressure,  injected 
into  the  cavity,  and  then  a  drainage  tube  was  inserted  4  cm.  into  the 
wound.  Around  the  drainage  tube  the  cerebral  wound  was  loosely 
packed  with  iodoform  gauze,  which  was  also  ])ut  into  the  bone-wound, 
as  well  as  into  that  of  the  soft  parts." 

The  fever  decreased,  the  pulse  rose  and  the  headache  also  disap- 
peared immediately  after  the  operation.  The  patient  was  cured  after 
six  weeks,  except  the  secretion  from  the  ear.  For  the  latter  he  was 
again  operated  on  in  December,  and  made  a  perfect  recovery. 

The  histories  of  7  other  deep  cerebral  abscesses  which  have  been 
cured  are  quoted  (Schede,  i:  Barker,  2;  Greenfield,  i;  Macewen,  2; 
Horsley,  i;).'  Of  special  interest  is  the  case  of  Horsley,  as  it  presented 
very  alarming  symptoms.  Horsley  operated  on  the  patient  (male, 
set.  45  years),  evacuated  the  abscess,  and  three  weeks  after  the  opera- 
tion the  patient  was  cured  in  every  respect. 

In  regard  to  these  8  cases,  Bergmann  emphasizes  the  symptom  of 
the  early  constant  "raging  headache,"  with  localization  by  means  of 
percussion  above  the  upper  border  of  the  concha,  as  well  as  combina- 
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tion  of  the  symptoms  in  order  to  localize  the  abscess.  He  also  calls 
attention  to  the  vacillation  in  the  intensity  of  the  symptoms,  the  fever 
and  cerebral  pressure. 

"The  lower  extremities  were  never  involved  in  the  corresponding 
cases,  which  shows  that  the  lower  portions  of  the  central  convolu- 
tions were  affected.  That  is  the  fact  which  indicates  a  compressive  and 
narrowing  disturbance  extending  from  below  upward,  an  unequal  con- 
duction of  the  pressure  through  the  sohd  mass  of  the  brain,  which  in- 
fluenced the  structures  near  the  abscess  in  the  temporal  lobe  more  than 
the  more  remote  ones.  In  collection  of  pus  between  the  bony  skull 
and  the  dura  mater  the  mentioned  general  and  limited  phenomena  of 
pressure  have  not  been  observed." 

As  examples  of  such  successfully  operated  cases  the  author  men- 
tions those  of  Schondorff,  Hoffman  and  Ceci.  The  case  of  Ceci,  the 
only  example  of  successful  opening  of  the  cranium  in  cerebellar  ab- 
scess, shows  the  interesting  svmptom  of  disturbance  of  locomotion, 
viz.,  the  patient  staggered  like  a  drunken  man,  and  in  walking  had  to 
support  himself  by  the  wall.  The  abscess  was  situated  closely  to  the 
wall  of  the  sinus  transversus. 

"A  large  number  of  the  extra  dural  abscesses  in  the  cranium  are  un- 
doubtedly of  a  periphlebitic  origin.  This  should,  however,  be  no  reason 
for  failing  to  evacuate  them.  We  possess,  on  the  contrary,  a  num- 
ber of  reliable  communications,  from  which  we  can  see  that  thrombosis 
of  the  sinus  transversus  has  been  rendered  innocuous  by  removal  of 
the  pus,  which  had  rested  against  the  vein."  In  speaking  of  the  tech- 
nique of  trephining,  Bergmann  accepts  the  proposition  of  Baker,  i.  <?., 
the  exposure  of  the  emissarium  in  the  sutura  occipito  mastoidea,  if 
any  doubt  as  to  the  location  of  the  abscess  be  present,  for  suppuration 
near  the  anastomosing  vein  indicates  a  suppurative  process  in  the  pos- 
terior cranial  fossa.  He  advocates  the  use  of  the  knife  instead  of  the 
exploring  needle,  demonstrating  the  safety  of  simple  incision  of  the 
brain  substance,  as  has  been  shown  by  experiments  and  clinical  ex- 
perience. 

At  the  end  of  the  chapter  the  author  considers  the  prophylactic 
treatment  of  cerebral  abscesses,    more  especially  that   of   suppurative 
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processes  of  the  ear,  warning  energetically  against  the  too  frequently 
practiced  injections  in  modern  aural  therapeutics,  and  reco^nmends  in- 
stead drainage  and  rest.  The  procedure  for  erasion  and  securing  of 
sufficient  drainage  recommended  by  him  is  as  follows:  A  crescentic  in- 
cision is  made  around  the  external  ear,  concentric  to  the  antihelix,  but 
f-in.  removed  from  it.  The  incision  is  carried  down  to  the  external 
surface  and  mastoid  portion  of  the  temporal  bone.  The  periosteum  is 
pushed  upward  and  backward  toward  the  external  auditory  canal  in 
such  a  way  as  to  entirely  expose  the  edges  of  the  canal.  Closely  be- 
neath the  transverse  ridge  of  the  root  of  the  processus  zygomaticus 
chips  of  bone  are  carefully  cut  off  with  a  sharp  chisel,  until  by  removal 
of  the  superior  and  posterior  wall,  a  funnel-shaped  opening  is  formed, 
which  would  admit  a  finger  into  the  tympanic  cavity. 

J.  Operative  treatment  of  tumors  of  the  brain. —  1  wo  varieties 
of  cerebral  tumors  are  to  be  distinguished:  i,  circumscribed,  and  2, 
infiltrated  tumors.  The  successful  extirpation  of  tumors  having  their 
origin  in  the  roof  of  the  cranium  has  proved  that  large  pieces  of  the 
cranium  may  be  removed  without  ill  consequences;  moreover,  if  the 
defect  be  immediately  repaired  by  dermoplasty.  Syphiloma  of  the 
brain  should  never  be  treated  operatively,  even  if  it  excites  all  the  phen- 
omena of  a  cerebral  tumor,  because,  first,  internal  therapy  is  sufficient, 
and  second,  even  extirpation  of  the  resulting  scar  after  disappearance 
of  the  syphilitic  manifestations,  does,  probably,  not  yield  a  more  fa- 
vorable condition  on  the  surface  of  the  brain. 

Macewen  extirpated  successfully  a  tumor  (in  a  case  of  brachio-cru- 
ral  hsemiplegia),  which,  probably,  is  to  be  regarded  as  a  syphiloma  of 
the  cortex. 

Tuberculoma  is  not  a  favorable  object  for  surgical  treatment,  on  ac- 
count of  its  lare  occurrence  as  a  primary  tuberculou'=  focus  and  also  be- 
cause a  radical  cure  seems  only  attainable  by  extensive  excision  in  an 
otherwise  healthy  subject.  Of  the  four  cases  of  extirpation  of  local- 
ized cerebral  tuberculosis,  two  of  them,  operated  upon  by  Horsley  and 
Macewen,  were,  however,  cured.  In  both  of  these  cases  the  tubercu- 
lous process  in  the  cerebral  cortex  had  excited  cortical  epilepsy.  Hors- 
ley, who  performed  extirpation  in    a    subject    otherwise    healthy,  ob- 
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served  in  his  patient  permanent  paralysis  of  the  fingers.  Macewen, 
who  did  not  remove  the  tubercle  of  the  pia  mater,  but  only  enucleated 
the  tubercle  found  in  the  central  convolution  (the  tubercle  having  the 
size  of  a  hazelnut),  does  not  report  any  paralytic  phenomena.  The 
two  fatal  cases  of  tuberculosis  of  the  cerebellum,  on  the  other  hand, 
illustrate  the  difficulties  presented  in  successful  operation  for  evacua- 
tion of  tuberculous  masses  from  the  brain. 

The  analysis  of  White's  cases  results  in  that  among  loo  tumors  of 
the  brain  only  9  are  operable;  but  these  are  mostly  of  slight  clinical 
importance,  because  diagnosis  is  only  possible  if  they  are  situated  in 
the  motor  region,  or  in  the  occipital  or  temporal  lobe,  and  of  a  certain 
size.  Infiltrated  tumors  should  not  be  extirpated,  as  the  outlines  can- 
not be  distinguished.  Large  cerebral  tumors  should  also  not  be  re- 
moved, on  account  of  the  alarming  haemorrhage,  which  is  likely  to  fol- 
low and  difficult  to  check,  and  the  development  of  extensive  cedema 
of  the  brain.  Macewen  and  Durante  extirpated  successfully  one  tu- 
mor each,  which  had  compressed  the  frontal  lobe. 

Tumors  of  the  brain-substance,  which  were  diagnosticated  only  from 
the  cerebral  symptoms,  were  extirpated  by  Bennett  and  Godlee  (1884), 
Hirschfelder  (i885),Horsley  (1886,  each  tumor  weighing  4^  ounces), 
Keen  (1887),  Seguin  and  Weir  (1887);  of  these,  three  cases  had  re- 
mained well,  at  least  three  months  after  the  operation.  The  cases  in 
which  operation  was  performed  under  false  diagnosis,  or  those  in  which 
the  tumor  was  not  found  at  all,  or  where  the  operation  could  not  be 
carried  out  on  account  of  the  large  size  of  the  tumor  or  compHcacing 
adhesions,  are  not  enumerated.  Bergmann  operated  once  under  false 
diagnosis,  a  cyst,  the  residue  of  an  apoplectic  focus,  being  in  question. 
The  patient  died  four  weeks  after  the   operation   from  leptomeningitis. 

The  author  is  of  the  opinion  that  operation  for  tumors  of  the  brain  is 
to  be  limited  to  a  few  cases  where  the  diagnosis  can  be  made  with 
certainty. 

4.  The  cure  of  epilepsy  by  trepanation. — "The  present  statistics  on 
the  success  of  trepanation  in  the  treatment  of  this  disease  are  value- 
less, as  the  cure  of  the  wound  caused  by  the  operation  is  only  men- 
tioned, and  not  the  cure  of  epilepsy,  thus  not  considering  the  essential 
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feature  of  this  therapeutic  measure.     The  reason  of  this   is  chiefly  to 
be  sought  for  in  the  premature  pubHcations  of  the  different  operators  " 

Bergmann  obtained  a  successful  cure  of  reflex-epilepsy  in  one  case 
by  extirpating  a  scar  on  the  thigh.  Cases  of  epilepsy,  which  follow 
head-injuries,  are  not  to  be  taken  in  general,  as  reflex  epilepsy,  even  if 
it  may  occur  frequently,  simply  because  in  non-fatal  mjuries  of  the 
head  epilepsy  occurs  in  0.57%  of  the  cases,  while,  on  the  other  hand, 
m  injuries  of  the  neck,  trunk  and  extremity  together,  epilepsy  occurs 
only  in  0.076%  of  the  cases. 

Traumatic  epilepsy  after  injuries  of  the  head  is  undoubtedly  to  be 
regarded,  as  a  rule,  as  cortical  epilepsy,  and  appears  frequently  as  a 
distinct  picture  of  Jacksonian  epilepsy. 

Horsley,  led  by  the  conviction  that  the  pathological  process,  which 
especially  gives  rise  to  the  epilepsy,  is  to  be  sought  for  in  the  cortex, 
extirpated  that  part  of  the  latter  which  was  diagnosed  as  being  dis- 
eased, from  the  symptoms  presenting  themselves  in  a  patient.  He 
really  found  a  pathological  change  in  the  extirpated  portion  of  the  cor- 
tex and  also  cured  the  epilepsy. 

Horsley  further  removed  in  three  other  cases  portions  of  the  cortex 
with  the  scar  or  traumatic  cyst  beneath  the  dura,  and,  in  latter  years, 
analogous  operations  have  been  successfully  performed  by  others. 

The  successful  excision  of  portions  of  the  cortex  in  traumatic  epi 
lepsy  led  to  the  excision  of  areas  of  the  cortex  in  non-traumatic  cases, 
in  which  the  epilepsy  could  be  located.  But  in  Bergmann's  case,  as 
well  as  in  that  of  Horsley,  who  had  extirpated  a  certain  psycho  motor 
centre,  the  character  of  the  epilepsy  was  not  essentially  influenced. 
The  success  in  the  recent  case  of  Keen  is  also  to  be  regarded  as  ni- 
complete. 

Operation  for  epileptiform  attacks  of  vertigo  and  periodically  occur- 
ring mental  disturbances,  appearing  after  traumatism,  should  not  be 
performed  on  account  of  the  absence  of  localization  of  the  disturbance. 

Bergmann  emphasizes  the  difference  and  distinction  between  those 
cases  which  present  a  complete  and  pure  picture  of  traumatic  conical 
epilepsy  and  those  which  do  not  present  the  essential  characteristics  of 
this  affection.     He  then  gives,   in  extenso,    the    different    groups    of 
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symptoms  which  characterize  each  of  these  affections,  and  concludes 
by  saying:  "We  should  endeavor  to  give  our  surgical  aid  only  to  cases 
of  pure  traumatic  cortical  epilepsy." 

5.  Punctut'e  of  the  ventricles  and  operations  for  removal  of  pressure. 
— After  mentioning  the  rare  case  of  Ceci,  m  which  (a  case  of  pachy- 
meningitis chronica  haemorrhagica)  the  latter  trephined  successfully,and 
that  in  which  Bergmann  himself  operated,  on  account  of  fixed  and  dis- 
tinctly located  headache,  and  where  he  effected  a  cure  by  removal  of  a 
blood  extravasation,  located  beneath  the  extremely  thin  vault  of  the 
skull,  he  treats  of  the  influence  of  operation  upon  increased  cerebral 
pressure  in  tumors  of  the  brain,  as  well  as  in  ventricular  dropsy,  as  a 
sequel  of  tuberculous  basilar  meningitis. 

In  a  case  of  large  cerebral  tumor,  Heath  caused,  by  simple  trephin- 
ing (extirpation  of  the  tumor  being  impossible),  cessation  of  the  head- 
aches, the  epileptic  attacks  and  disappearance  of  the  paralysis.  The 
tumor,  which  originated  in  the  anterior  fossa,  and  was  adherent  to  the 
bone,  had  thus  opportunity  to  protrude  from  the  cranial  cavity. 

Bergmann  doubts  very  much  whether  the  intra-cranial  pressure, 
which  might  be  present  in  subdural  tumors,  or,  moreover,  in  subdural 
blood  extravasation,  e.  g..,  in  haemorrhages  into  the  substance  of  the 
brain  produced  by  diseases  of  the  arteries  of  the  brain,  could  ever  be 
decreased  by  trepanation. 

The  author  undertook  operation  in  a  case  of  hydrocephalus  acutus 
in  tuberculous  meningitis.  While  demonstrating  that  the  immediate 
danger  lies  here  in  the  inflammation  of  the  plexus  and  its  product,  i.e., 
exudation  of  fluid  with  consequent  increase  of  the  endocranial  tension, 
he,  at  the  same  time,  refers  to  the  possibility  of  a  favorable  influence 
upon  the  tubercular  process  itself  through  the  removal  of  the  transu- 
date, reminding  one  of  the  analogous  and  sometimes  successful  treat- 
ment of  tuberculous  peritonitis. 

He  made,' in  a  child,  get.  3  years,  which  already  was  in  a  soporific 
state,  and  had  intermittent,  retarded  pulse;  an  opening  over  the  tuber 
ossis  frontahs  by  trephining,  and  then  inserted  a  long,  hollow  needle 
deeply  into  the  brain,  until  the  cerebro  spinal  fluid  flowed  out  in  a  jet. 
After  removal  of  the  needle  the  defect  in  the  skull  was  tamponed  with 
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iodoform  gauze.  A  striking  improvement  of  the  respiration  and  heart's 
action  set  in,  and  the  child  took  food  of  its  own  accord.  Exitus  le- 
tah-s  took  place  on  the  fourth  day;  cerebro  spinal  fluid  had  dribbled 
away  all  the  time.  The  immediately  desired  decrease  of  the  intra- 
cranial pressure  was,  however,  accomplished. 

Albert  Pick. 
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I.  Experiments  on  the  Transmissibility  of  Carcinoma 
and  Sarcoma.  By  Dr.  Tilanus  Jr.  (Holland).  The  author  trans- 
planted pieces  of  carcinoma  and  sarcoma  of  different  sizes,  not  larger 
than  a  pea,  into  the  abdommal  cavity  of  white  rats.  He  then  vacin- 
nated  from  these  ones  other  rats;  at  first  daily  and  later  on  every  sec- 
ond day.  Within  the  first  few  weeks  the  majority  of  the  tumors  in- 
creased in  size,  but  then  again  decreased  in  circumference.  The  pieces 
lay  freely  in  the  abdominal  cavity,  connected  only  by  means  of  a 
single  band  wtth  the  mesentery.  Microscopically  examined  they  were 
found  to  consist  of  connective  tissue,  in  layers,  not  having  any  longer 
the  characteristics  of  carcinomatous  or  sarcomatous  tissue;  the  nucleus 
consisting  chiefly  of  detritus.  In  a  few  cases  larger  tumors  developed 
after  several  months,  which  were  also  only  connected  by  solitary  bands 
with  the  mesentery  and  contained  pus.  The  latter  was  introduced 
into  the  abdominal  cavity  of  other  rats  and  resulted  after  the  lapse  of 
about  twelve  days  in  the  development  of  similar  pus — containing 
suspended  corpuscles.  Inoculation  on  agar  yielded  cultures,  which,  on 
microscopic  examination,  were  seen  to  contain  cocci.  According  to 
to  these  experiments  Tilanus  did  not  succeed  in  transmitting  carcin- 
oma or  sarcoma  by  inoculation. —  Weekbl.  van  het  Nederl;  Tijdschr. 
voor  Geneesk,  1889,  ii.;  No.  22. 

II.  On  Bromide  of  Ethyl  Narcosis.  By  Dr.  Haderup 
(Denmark).  The  results  of  his  experiments  made  in  the  clinic  with 
bromide  of  ethyl  as  an  anaesthetic  were  given  by  Haderup  in  a  lecture 
before  the  Copenhagen  Medical  Society. 

The  speaker  had  used,  in  the  course  of  about  a  year,  this  anaesthetic 
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in  one  hundred  cases  and  found  it  excellent  in  operations  of  short  du- 
tion.  It  is  easily  used,  free  from  danger  and  without  any  disagree- 
able after-action;  but  one  must  be  sure  and  have  a  good  preparation, 
as  for  example  Merck's.  It  is  quite  inexpensive.  The  speaker  only 
has  induced  primary  narcosis.,  i.e.,  he  has  only  given  it  until  anaesthe- 
sia was  produced  and  then  removed  it.  In  all  patients  with  heart  and 
lung  diseases  it  is  contraindicated;  one  patient  with  acute  bronchitis 
was  experimented  with  to  see  its  action  on  the  pulmonary  mucous 
membrane,  which,  however,  in  this  case  was  negative.  All  the  opera- 
tions were  extraction  of  teeth;  in  most  of  the  cases  two,  three  and  once 
eleven  teeth  were  extracted.  In  no  case  did  the  patient  feel  anything. 
The  dose  for  adults  has  as  a  rule  been  eleven  to  twelve  grammes, 
which  is  inspired  at  one  time.  Esmarch's  mask  was  used  with  a 
double  cover,  however,  and  indeed  it  must  be  so  tight  as  to  allow  but 
little  atmospheric  air  to  get  in.  The  speaker  described  in  detail  fifty 
cases  of  narcotization;  six  men,  thirty-six  women  and  eight  children. 
This  anesthetic  acts  especially  well  in  children.  It  induces  nausea 
and  vomitting,  but  less  so  than  chloroform;  it  seems  as  though  the 
time  of  the  last  meal  had  but  Httle  influence.  In  not  a  few  cases  excit- 
ation was  noticed,  but  it  was  as  a  rule  only  slight.  Nothing  is  said  by 
the  speaker  on  its  influence  upon  the  pulse.  The  pupils  dilate  accord- 
ing to  the  profoundness  of  the  narcosis;  in  one  case  only  were  they 
contracted.  Narcosis  appeared,  on  an  average,  in  children  after 
thirty-two,  in  adults  after  forty-six  seconds;  it  lasted  in  the  former  one, 
in  the  latter  one  and  a  half  minutes,  but  the  analgesia  may  last  some- 
what longer.  The  general  condition  rights  itself  a  few  minutes  after; 
but  not  rarely  the  patients  have  nausea  and  vomiting  after  awakening. 
A  little  vertigo  is  very  frequent,  lasting,  however,  only  a  few  mniutes. 
This  drug  may,  of  course,  be  used  m  other  minor  surgical  operations. 
Anaesthesia  may  be  prolonged  to  ten  and  fifteen  minutes,  or  the  pa- 
tient may  be  allowed  to  awaken  and  then  be  narcotized  at  once  again. 
If  anaesthesia  be  prolonged  beyond  ten  and  fifteen  minutes  narcosis 
does  not  apparently  continue,  the  patient  becomes  restless  and  the 
painful  sensations  seem  to  return.  Bromide  of  ethyl  has  the  advantage 
over  chloroform  of  being  less  dangerous;  over   ether  of  being  less  in- 
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flammable  as  in  operations  where  illumination  or  thermo  cantery  is 
used.  In  the  discussion  which  followed  Dr.  H.'s  lecture,  Dr.  Engel- 
sen  states  that  in  very  nervous  patients  he  has  gotten  poor  results  as  only 
an  alleviation  of  pain,  but  no  freedom  from  pain  was  produced.  The 
patients  also  have  a  very  badly  smelling  breath  for  several  days  after 
narcotization.  The  muscles  become  only  very  slightly  relaxed.  Dr. 
Wm.  Meyer  has  used  bromide  of  ethyl  narcosis  in  a  small  number  of 
operations  on  the  pharynx  and  ear,  in  children  as  well  as  in  adults;  in 
adults  it  was  given  while  sitting,  in  children  while  lying.  He  used 
five  to  twenty  grammes  of  the  drug  and  as  a  rule  induced  only 
primary  narcosis,  which  made  its  appearance  after  one  half  and  five 
minutes.  None  of  the  operations  lasted  over  four  minutes  and  dur- 
ing that  time  there  was  always  analgesia;  in  aural  operations  the  nar- 
cosis was  often  continued  during  the  operation.  He  has  seen  excitation 
more  frequently  and  it  has  been  longer  lasting  than  in  Haderup's  cases; 
but  movements,  cries, etc.,  should  not  hinder  one  to  begin  or  continue 
the  operation,  as  nevertheless  there  is  analgesia.  When  the  arm  falls 
down  without  resistance,  analgesia  was  always  complete.  Disagree- 
able consequences  were  seen  very  rarely;  once  apnoea  was  remarked, 
The  cyanosis  of  the  face  is  quite  distinct.  He  has  seen  more  disagree- 
able after-effects  than  Haderup.  The  patients  awaken  quickly;  but  in 
about  onethird  of  the  adults  there  followed  partly  a  sense  of  weight  in  the 
the  extremities,  partly  vertigo,  and  sometimes  nausea.  As  a  rule  these 
effects  soon  pass  away,  but  not  always;  for  in  one  patient  there  was 
headache  lasting  one  day;  in  a  second  patient  it  lasted  two  days  and 
several  were  unable  to  go  home  alone.  In  children  the  after-action  is 
less.  In  a  child  with  very  large  adenoid  vegetations  a  very  violent 
haemorrhage  took  place  from  the  nose,  but  this  ceased  the  moment 
the  child  was  raised  up.  In  many  cases  everything  goes  on  smoothly 
and  the  remedy,  in  general,  is  excessively  pleasant  to  administer  and 
is  to  be  recommended  in  private  practice,  as  one  may  get  on  without 
an  assistant.  Dr.Haderup  observed  that  also  in  every  nervous  woman 
he  was  always  able  to  produce  narcosis;  he  has  heard  no  complaint  of 
badly  smelling  breath.  He  also  mentions  the  want  of  muscular  relax- 
ation, seen,    for  example,    if  one  will    introduce  a  wedge  between  the 
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teeth.  He  has  also  seen  one  case  of  apnoea.  He  has  never  had  the 
patients  complain  of  a  sensation  of  cold,  nor  seen  any  sign  of  irritation 
of  the  mucous  membrane  of  the  air  passages. — Bibliotek  for  laeger, 
R.  7,  Bd.  r. 

F.  H.  Pkitchard  (Boston). 

III.  The  Transplantation  of  Skin  From  Dead  Body  to 
Granulating  Surface.  By  Dr.  Sophia  S.  Ivanova  (St.  Petersburg, 
Russia).  In  the  Wiener  Medizinische  Blcetter,  August  8,  i888,  Drs. 
Bertens  and  Werner  pubHshed  a  remarkable  case  of  a  boy,  aet.  14 
years,  with  intractable  extensive  ulcers  of  the  legs,  in  which  they  had 
successfully  transplanted  24  skin  grafts  (i  or  2x1  centimetres)  excised 
from  the  body  of  an  old  woman  (aet.  75  years)  about  20  minutes 
after  her  death.  The  perusal  of  the  author's  paper  induced  Dr.  Iva- 
nova to  try  their  method  in  the  case  of  a  poorly-nourished  woman,  set. 
75  years,  who  had  received  a  burn  of  the  third  degree  involving  the 
whole  leg  and  dorsal  aspect  of  the  foot.  In  about  a  fortnight  the  in- 
jured integuments  sloughed  away  to  leave  an  enormous  freely  suppu- 
rating granulating  surface.  The  grafting  (resorted  to  shortly  after  the 
separation  of  the  sloughs)  was  made  at  two  sittings,  with  the  interval  of 
3-2-  weeks,  the  material  being  derived  from  two  new  born  infants'  bodies^ 
i^  and  2  hours  after  the  children's  death.  During  a  short  period 
elapsing  between  the  excision  and  transplantation,  the  strips  and 
pieces  (of  varying  size)  were  kept  in  a  0.6%  solution  of  chloride  of 
sodium  at  40°  C.  Every  one  and  all  of  them  became  firmly  adherent 
to  the  surface  in  48  hours,  while  in  2  or  3  days  the  epidermis  began  to 
grow  around  all  the  grafts.  Speedy  and  sound  healing  ensued.  The 
author  believes  that  the  following  conclusions  are  justified  by  her  case 
and  that  of  the  said  German  authors. 

I.  The  method  offers  undoubted  advantages  over  Reverdin's  plan 
in  a,  its  securing  an  "incomparably  more  rapid"  healing  of  lesions  and 
hence  very  substantially  lessening  injurious  effects  of  prolonged  sup 
puration  and  lying  in  bed;  b,  its  giving  much  better  functional  results 
(through  preventing  cicatricial  contraction,  etc.);  c\  the  material  is  easily 
obtainable  in  abundance,  and  that  without  inflicting  suffering  or  incon- 
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venience  to  any  human  being.  2.  The  skin  must  be  taken  always 
from  bodies  of  such  patients  who  have  not  had  syphilis,  septicaemia  or 
any  other  infectious  disease.  3.  The  best  material  is  afforded  by 
bodies  of  new  born  infants  of  healthy  "mothers,  the  infantile  tissue 
possessing  most  energetic  vitality.  4.  It  is  advisable  to  employ 
rather  long  strips  measuring  not  more  than  2  or  3  centimetres  in  width. 
Small  sized  pieces  are  easily  washed  away  by  pus  or  blood.  5.  0)ily 
the  skin  proper,  freed  from  all  subcutaneous  cellular  tissue,  should  be 
transplanted.  6.  Be  the  granulating  surface  clean  and  non-atonic, 
no  scraping  is  necessary.  It  is  fully  sufficient  to  previously  thoroughly 
wash  out  the  surface,  after  which  the  grafts  should  be  carefully  adjusted 
and  slightly  pressed  down  with  dressing.  7.  The  best  dressing  ma- 
terial is  gauze  soaked  in  a  boracic  acid  solution  and  then  wrung  out. 
The  tissue  absorbs  secretions  very  well,  never  becomes  adherent  to 
grafts,  and  hence  may  be  easily  removed  without  disturbing  the  latter. 
8,  The  transplantation  must  be  practiced  as  early  as  possible.  Thus, 
in  cases  of  deep  burns  it  should  be  resorted  to  immediately  after  the 
separation  of  sloughs.  When  large-sized  strips  or  pieces  are  used, 
even  a  free  suppuration  cannot  prevent  their  adhering  to  the  surface. 
— Khirurgitchesky  Vestntk,  June,  1890,  p.  377. 

Valerius  Idrlson  (Berne). 

NRVOUS  AND  VASCULAR  SYSTEMS. 

I.  Operative  Interference  in  Spondylitic  Paralysis.  By 
Prof.  Kraske  (Freiburg).  Kraske  reported  four  cases  in  which  he 
had  opened  the  spinal  canal  and  removed  tubercular  formations  press- 
ing upon  the  cord.  The  paralysis  in  all  cases  was  complete  and  the 
bladder  and  rectum  were  affected.  In  one  case  there  was  caries  of 
the  vertebral  arches  with  abscess  of  the  back,  in  the  other  the  tubercu- 
lar process  started  from  the  neck  of  a  rib,  resulting  in  abscess  upon 
the  back  and  mvolvement  of  the  nerve  roots  in  the  spinal  canal.  In 
the  other  two  cases  there  was  the  ordinary  spondylitis  of  the  body  of 
the  vertebrae  with  deformity.  In  most  of  these  cases  we  must  be  con- 
tent with  removmg  the  compressing  growth  or  formations  but  the  op- 
eration will  hardly  be  more  than  palliative.  In  most  cases  it  is  impossible 
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to  remove  the  entire  focus  of  disease.  We  gain  enough  if  we  restore 
the  paralyzed  limbs  to  function  and  improve  the  nutrition  of  the  pa- 
tient. Again,  by  the  operative  interference  we  remove  several  laminae 
and  spines  of  vertebrae  in  that  part  of  the  spine  where  support  is  most 
needed.  It  can  be  seen  that  the  curvature  of  the  spine  may  thus  be 
greatly  increased  and  a  new  source  of  injury  to  the  cord  introduced. 
These  unfavorable  results  may  be  in  a  measure  prevented  by  appro 
priate  position  of  the  patient  and  a  regeneration  of  the  removed  bony 
parts  in  some  cases  results.  Inasmuch  as  in  these  cases  the  dura  is 
not  involved  and  in  operating  it  is  not  necessary  to  lay  open  the  dura, 
the  operation  may  be  looked  upon  as  one  devoid  of  danger.  If  the 
bladder  and  rectum  be  involved  the  operation  is  certainly  justifiable 
upon,  no  other  ground  than  the  relief  of  the  patient's  helpless  condi- 
tion. Kraske  has  operated  in  the  well-known  manner.  The  fungous 
granulations  were  removed  from  the  surface  of  the  dura,  to  which  they 
adhered,  with  scissors  and  forceps.  In  three  cases  the  granulations 
were  partly  disintegrated  and  suppurating;  in  one  case  there  was  an 
abscess  with  about  oij  of  pus  in  the  spinal  canal.  In  one  case  a  man, 
aet.  33  years,  who  died  eight  weeks  after  operation,  the  result  was  un- 
satisfactory, It  was  shown  that  though  the  laminae  had  been  resected, 
the  whole  of  the  fungus  had  not  been  removed.  The  pulsation  of  the 
cord  did  not  return  as  in  the  other  3  cases  after  operation.  In  the  re- 
maining 3  cases  the  results  were  very  satisfactory.  The  cases  in  which 
operation  is  indicated  are  mostly  those  of  caries  of  the  laminae  of  the 
vertebrae  with  consequent  abscess  and  compression.  Caution  is  to  be 
used  in  selection  ot  cases. 

Every  possible  means  of  treatment  should  be  tried  before  resort- 
ing to  operation.  Operation  is  then  only  resorted  to  when  compres- 
sion of  the  cord  by  a  growth  outside  the  dura  can  be  diagnosed  with 
moderate  certainty. — Beilage  zu7n  Centblt.f.  Chir.,  No.   25,  1890. 

Henry  Koplik  (New  York). 

II.  Popliteal  Aneurism  Cured  by  Prolonged  Digital 
Compression.  By  Mr.  Rivingtox  (London).  A  male,  ait.  43 
years,  who  had  not  suffered  from  rheumatism,  syphilis  or  gonorrhosa. 
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but  who  was  in  a  bad  physical  condition  from  the  excessive  use  of 
liquor,  presented  a  well  developed  aneurism  in  the  left  popliteal  space. 
His  heart  was  much  enlarged  and  the  arteries  were  rough  and  hard 
while  the  aorta  was  dilated.  The  femoral  artery  pulsated  very  forcibly 
and  appeared  to  have  undergone  pathological  changes.  For  these 
reasons  it  was  decided  to  avoid  ligature  of  the  femoral  if  possible. 
Accordingly,  digital  compression  of  the  artery  was  tried  extending 
over  a  period  of  about  two  months,  as  follows: 


December  9,  Digital  Compression  for 


(( 

13, 

«                ((              ( 

(I 

18, 

Tourniquet    "               " 

January 

30. 

Digital            "               ' 

February 

3) 

<(                                 u                          « 

« 

5. 
6, 

<i                      «                  « 

Total, 


27i 

hours 

27 

10 

48 

24 

12 

36 

i84i 

hours 

More  than  fifty  students  participated  in  the  compression.  On  De- 
cember 10,  an  abrasion  appeared  at  the  point  of  pressure,  which  did 
not  heal  until  the  latter  part  of  the  month,  and  necessitated  a  suspen- 
sion of  the  compression  until  the  end  of  the  latter  month.  Meanwhile 
the  leg  was  kept  flexed  and  a  pad  applied  over  the  aneurism  in  the 
popliteal  space  from  January  i  until  the  sore  healed,  when  the  digital 
pressure  was  resumed,  a  fourteen-pound  weight  being  applied  to  the 
fingers;  the  skin  broke  down  however  under  this  and  the  weight  had 
to  be  discarded  and  the  artery  compressed  above  and  below  this  point. 
Pulsation  ceased  six  hours  before  the  pressure  was  removed.  A  day 
or  two  later  the  patient  was  up  and  walking  about  and  a  complete  cure 
was  obtained. — Lancet,  May  3,  1890. 

James  E.  Pilcher  (U.  S.  Army.) 


III.  Suture  of  the  Arteries.  By  Alexander  Jassinowsky 
(Dorpat,  Inaugural  dissertation  Dorpat  1889).  The  writer,  after  a 
historical  review  of  attempts  at  suture  of  arteries,  calls  attention  to  the 
fact  that  all  experiments  up  to  now  i  n  closing  wounds  of  the  arteries 


358  INDEX  OF  SURGICAL  PROGRESS. 

have  been  quite  negative,  for  in  not  a  single  case  was  permeability  of 
the  vessel  to  be  obtained.  That  small  punctured  wounds  of  arteries 
do  heal  is  known,  and  hence  in  imitating  nature  one  should  endeavor 
to  follow  this  same  process;  and  this  is  attained  in  the  arterial  suture. 
His  conclusions  based  upon  numerous  animal  experiments  are  as 
follows. 

1.  Suture  of  the  arteries  induces  heaHng  of  the  wound  of  the  vessel 
by  first  intention. 

2.  Haemorrhage  may  be  entirely  avoided  after  the  operation. 

.  3.  In  the  further  course  of  the  wound  neither  secondary  haemor- 
rhage, obstructive  thrombus,  nor  the  formation  of  aneurysms  is  to  be 
feared. 

4.  Suture  of  the  arteries  is  indicated  in  recent  and  clean  longitudi- 
nal, oblique  and  flap-shaped  wounds  in  large  vessels  which  involve  not 
more  than  half  of  the  circumference  of  the  latter. 

5.  The  strictest  antisepsis  is  a  sine  qtia  7ion  of  suture  of  the 
arteries: 

6.  Suture  of  the  arteries  is  easily  carried  out. 

The  operative  procedure  is  as  follows:  The  vessel  is  occluded  by 
pressure;  the  arterial  wall  is  laid  bare  at  the  place  of  suture  and  the 
arterial  sheath  pushed  back.  Then  sutures  are  introduced  through  the 
tunica  adventitia  and  media  which  are  fastened  by  a  double  knot  and 
the  ends  of  the  sutures  clipped  off.  The  vessel  sheath,  fasciae  and 
skin  are  also  sutured  after  lessening  somewhat  the  pressure  and  the 
entire  wound  is  covered  with  photoxyline. 

F.  H.  Pritchard  (Boston). 

HEAD  AND    NECK. 

I.  Foreign  Body  in  the  Frontal  Sinus.  By  Dr.  Nikolai 
N.  EsAULOFF  (Moscow).  The  author  narrates  the  following  rare  and 
interesting  case  from  Professor  N.  V.  Sklifosovsky's  clinic,  referring  to 
a  well-made  and  nourished  peasant,  jet.  28  years.  About  1 1  months 
previously  the  patient's  one-barrelled  gun  had  burst  in  his  hands, 
causing  a  wound  of  the  forehead  with  hagmorrhage,  total  right-sided 
blindness,  vertigo,  splitting  headache,  and  repeated  vomiting  of  24 
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hours'  duration.  In  a  day  or  two  the  frontal  and  orbital  regions  be- 
came intensely  swollen,  while  later  on  there  appeared  incessant  blood- 
stained purulent  discharge  from  the  wound  and  an  occasional  flow  of 
pus  from  the  right  nostril.  About  the  end  of  the  third  month,  the 
frontal  wound  contracted  down  to  the  size  of  a  straw,  though  still  con- 
tinumg  to  discharge  some  turbid  serum.  For  the  next  four  months 
the  man  felt  practically  well,  regularly  attending  to  his  hard  field-work. 
Subsequendy,  however,  the  wound  became  enlarged  and  the  discharge 
began  to  increase.  About  a  month  before  admission  the  patient  ex- 
tracted from  the  fistula  a  piece  of  blackened  wood,  i:^  cm.  long.  On 
examination  by  the  author,  the  right  orbital  region  was  found  strikingly 
prominent  and  displaced  downward  and  outward,  the  superior  inner 
angle  of  the  right  orbit  standing  2  cms.  below  the  level  of  that  of  the 
left.  The  right  eyeball  was  bulging  out  and  deviated  downward  and 
outward  about  2  cms.  Slightly  to  the  right  from  the  median  line, 
above  the  glabella  there  was  seen  a  depression  2  cms.  long  and  i^ 
broad,  from  the  bottom  of  which  a  black,  hard,  sharp-edged  foreign 
body,  measuring  i^xf  cm.,  was  protruding.  A  probe  mtroduced  under 
the  inferior  surface  of  the  body  could  penetrate  3  cms.  deep,  striking 
some  hard  obstacle.  There  was  present  abundant  purulent  discharge. 
The  right  cornea  proved  to  be  partially  infiltrated,  choroid  membrane 
and  central  retinal  artery  ruptured,  retina  detached,  vitreous  hody 
opaque,  optic  disc  atrophied.  SmeUing  was  very  defective,  the  pa- 
tient complained  of  occasional  right-sided  frontal  and  parietal  head- 
ache, but  otherwise  felt  fairly  well.  The  wound  was  enlarged  and  the 
foreigh  body  extracted  (with  considerable  difficulty).  It  was  found  to 
be  a  gun's  chamber  weighing  60  grammes  and  measuring  3^  cms.  in 
length  and  if  in  diameter.  In  the  posterior  wall  of  the  right  frontal 
sinus  a  hole  (of  the  size  of  a  cherry  stone)  was  detected,  through  which 
the  dura  mater  could  be  seen.  A  forefinger  introduced  into  the  sinus 
easily  penetrated  into  the  right  orbit.  The  wound  was  washed  out 
with  boracic  acid,  and  the  sinus  plugged  with  iodoform  gauze.  Re- 
covery went  fairly  smoothly.  On  examination,  20  days  later,  exoph- 
thalmus  proved  to  have  markedly  decreased,  the  orbital  regions  b2ing 


3^'^  INDEX  OF  SURGICAL  PROGRESS. 

almost    symmetrical. — Letopis    Khirurgitcheskaho     Obshtchestva      v'' 
Moskve,  No.  3,  1890,  p.  158. 

Valerius  Idelson  (Berne.) 

II.  The  Treatment  of  Stenoses  of  the  CEsophagus.  By 
Dr.  Graser  (Eriangen.)  The  treatment  of  stenoses  of  the  cesophagus, 
especially  those  caused  by  caustics,  is  very  difficult.  The  reason  of  this 
is,  first,  the  pain  caused  by  the  bougie  treatment,  and  secondly,  the  ab- 
sence in  the  early  stages  of  symptoms  which  in  the  patient's  mind  neces- 
sitate treatment.  It  is  only  when  death  through  starvation  threatens 
the  patients  that  they  will  submit  to  treatmenl:.  At  this  late  stage  the 
stenoses  have  become  very  narrow  and  are  low  down;  possibly  a  few  cen- 
timetres above  the  cardiac  orifice;  there  may  be  a  second  stenosis  at 
the  level  of  the  cricoid  cartilage  and  a  third  at  the  level  of  the  bifurca- 
tion. If  such  stenoses  are  to  be  treated  with  bougies  this  must  be  done 
daily  and  for  a  period  of  at  least  a  year,  sometimes  more,  until  the  larg- 
est sizes  can  easily  be  passed.  If  the  stenosis  is  very  narrow  it  is  not 
always  possible  to  reach  the  stomach  with  the  sound;  this  is  due  partly 
to  the  curve  at  the  mouth.  Even  should  a  sound  be  passed  in  these 
cases,  a  cure  is  not  necessarily  promised.  The  most  various  forms  of 
instrumeuts  have  been  recommended  in  these  extreme  cases  and  the 
author  advises  therefore  a  preliminary  oesophagotomy  as  an  aid  ta 
treatment.  Such  a  course  is  pursued  in  the  Eriangen  Clinic  by  Prof. 
Heineke.  The  bougies  can  be  passed  quite  easily  even  in  very  nar- 
row stenoses  through  an  opening  in  the  neck;  there  is  no  curve  to  con- 
tend with.  The  great  advantage,  however,  lies  in  the  fact  that  the 
sound  can  be  allowed  to  remain  in  situ  a  long  while  and  thus  a  rapid 
dilatation  may  be  secured.  At  the  end  of  a  week  the  narrowest  sten- 
oses will  allow  the  passage  of  a  very  large  sized  sound  and  food  can  be 
administered  through  a  hollow  bougie.  The  openmg  in  the  neck  is 
allowed  to  close  if  the  bougies  of  large  size  can  be  easily  passed 
through  the  mouth.  The  procedure  is  without  any  special  danger  and 
was  formerly  employed  only  in  desperate  cases.  Carcinomatous  stric- 
tures may  be  treated  equally  well  with  this  method. — Beilage  zum 
Ccntblt.  f.  C/iirg.,  No.  25,  1890 
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III.  Final  Results  after  Arterial    Ligation    in    Struma. 

By  Prof.  Rydygier  (Krakau).  After  citing  the  eleven  cases  of  liga- 
tion of  Porta,  VVolfler,  Obalinski,  Billroth  and  Matlakophi,  the  author 
described  his  own  21  cases  of  ligation  of  the  thyroidal  arteries  which 
had  been  operated  upon  some  time  past  at  an  interval  which  allowed 
some  deduction  as  to  the  value  of  this  operation.  In  ligating  the  su- 
perior thyroid  the  method  of  Droback  was  used  in  14  cases.  The 
artery  with  this  method  is  easily  found  even  in  the  largest  goitres.  The 
author  has  concluded  that  the  unilateral  Hgation  of  the  vessels  is  un- 
satisfactory in  spite  of  the  good  results  of  Porta  and  Wolfler.  Less 
satisfactory  is  the  ligation  of  either  both  superior  or  both  inferior  thy- 
roids; Kocher's  method  of  ligation  is  also  not  productive  of  permanent 
results  Collateral  circulation  is  soon  and  satisfactorily  established  and 
the  result  is  nil.  Cachexia  as  far  as  statistics  show  is  not  to  be  feared 
after  the  above.  Even  theoretically  this  would  not  be  so  inasmuch  as 
the  goitre  does  not  disappear  entirely  though  all  the  arteries  be  ligated. 
In  struma  fibrosa  the  ligation  of  all  four  arteries  is  of  no  value.  In 
cystic  goitre  the  results  have  not  been  good;  in  none  of  Rydygier's 
cases  did  the  cysts  become  smaller  after  operation.  These  cases  had 
to  be  treated  subsequently  with  enucleation  of  the  cysts.  In  gelatinous 
struma  cysts  appeared  after  ligation  which  did  not  exist  previous  to  this 
operation.  In  gelatinous  struma  ligation  in  large  struma  relieved  the 
dyspnoea  and  reduced  the  size  of  the  goitre  somewhat. 

The  results,  however,  were  so  unsatisfactory  that  in  one  case  a  first 
resection  was  subsequently  (one  year  later)  resorted  to.  The  best  re- 
sults were  attained  in  small  recent  parenchymatous  strumas,  in  which 
the  strumas  become  smaller,  even  normal,  in  size.  In  the  discussion 
which  followed  Eiselberg  (Vienna)  stated  that  Billroth  had  ligated  in  7 
casej  of  very  vascular  parenchymatous  strumas.  Four  were  cured. 
The  remaining  3  were  subsequently  extirpated. — Beilage  zum  Centblt. 
f.  Chir.,  No.  25,  i8go. 

Henry  Koplik  (New  York.) 

IV.  Report  of     31  Cases  of   Intubation   of  the  Larynx 

in    Diptheria.     By    Dr.    Urban    (Leipzig).     The   above  paper   is 
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founded  upon  a  series  of  cases  operated  upon  in  the  «;ervice  of  Prof. 
Thiersch  of  Leipzig.  The  operation  of  intubation  was  performed  in 
this  clinic  from  December  15,  1887,  to  March  25,  1888, and  the  above 
is  the  result  of  operations  performed  in  this  period.  The  author  gives 
a  very  concise  description  of  instruments  and  operative  procedure; 
the  well-known  difficulties  and  accidents  attending  the  operation  are 
also  treated  of.  The  difficulties  of  feeding  these  cases  seems  to  have 
been  great  in  the  Leipzig  clinic  at  a  time  when  this  obstacle  was 
treated  by  the  mechanical  attachment  of  Waxham  to  the  tube  of 
O'Dwyer  but  the  reviewer  fails  to  find  any  mention  of  the  simple  de- 
vice of  position  which,  O'Dwyer  now  tells  us  is  quite  satisfactory  in 
overcoming  difficulties  in  this  direction.  Of  the  32  cases  of  intuba- 
tion 18  had  to  be  tracheotomized  subsequently.  The  causes  alleged 
are  difficult  nutrition  (3),  insufficient  respiratory  space  (8),  sud- 
den obstruction  by  membrane  ^4),  oedema  glottidis  (i),  insufficiency 
in  nutrition  and  respiration  (2).  All  the  cases  thus  tracheotomized 
died.  Of  the  remaining  intubated  cases  (14)  only  3  recovered  and 
these  were  cases  of  slight  severity.  The  ages  of  the  children  ranged 
from  I  to  8  years.  The  causes  of  death  in  the  intubated  cases  were 
bronchitis,  diphtheria  with  sepsis,  acute  nephritis,  gangrene  of  the  lung. 
Among  the  advantages  cited  for  intubation  are;  a,  in  this  operation 
the  air  passes  through  the  natural  passages  thus  obviating  the  necessity 
of  warming  or  medicating  the  air  of  the  sick  room;  b,  intubation  is 
certainly  a  bloodless  operation  and  eliminates  to  a  great  extent  any 
sepsis  though  the  pressure  caused  by  the  tube  in  intubation  may  lead  to 
sepsis;  c,  the  granuloma  of  the  tracheal  opening  in  tracheotomy  is 
avoided,  though  pressure  effect  of  the  O'Dwyer  tube  even  at  its  lower 
extremity  cannot  be  eliminated:  pneumonias  (schluck  pneumonia)  and 
pulmonary  gangrene  are  certainly  rarer  than  commonly  supposed  and 
are  not  caused  by  the  tube  or  the  operation  but  rather  occur  in  patients 
whose  vitality  is  very  low.  Both  operations  may  be  regarded  as  of  equal 
difficulty  in  performance.  Intubation  has  the  advantage  of  needing 
less  preparation  and  to  the  practicing  physician  it  is  important  to  be 
always  in  a  position  to  perform  an  immediate  step  for  the  relief  of  his 
patient.     The  immediate  effect  of  intubation  is  striking  and  not  to  be 
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misinterpreted  while  on  the  other  hand  the  difficulties  in  swallowing  are 
always  present  to  a  greater  or  less  degree,  whereas,  in  tracheotomy  this 
is  not  the  case.  In  i8  of  the  above  cases  subsequent  tracheotomy 
was  necessary  to  relieve  the  symptoms  which  author  thinks  speaks  in 
favor  of  tracheotomy  (though  none  of  these  secondary  tracheotomies 
recovered.  Reviewer).  Author  thinks  that  the  milder  cases  of  diph- 
theria of  the  larynx  are  only  fitted  for  intubation  and  that  the  severe 
cases  of  diphtheria  of  the  larynx  are  fitted  for  tracheotomy  only.  He 
thinks  that  tracheotomy  is  the  far  reaching  and  more  satisfactory  oper- 
ation. The  advantages  brought  by  intubation  cannot  compensate  the 
danger  of  the  same.  Intubation  has  been  abandoned  since  1888  in 
Leipzig.  (It  might  not  be  out  of  place  to  say  here  that  the  above 
conclusions  as  regards  intubation  are  of  interest  in  view  of  the  fact 
that  O'Dwyer  has  always  insisted  that  his  operation  was  performed  by 
himself  when  he  was  certain  that  the  patient  would  die  if  not  relieved. 
We  believe  we  are  right  when  we  say  that  O'Dwyer  has  from  the  first 
fought  against  hap  hazard  intubation.  He  has  insisted  that  he  has 
only  intubated  in  the  severest  cases,  "the  forlorn  hope"  cases,  and  in 
these  cases  one  of  his  statistics  shows  a  recovery  of  24%.  We  can 
only  explain  the  conclusions  of  the  German  author  on  the  ground  that 
he  has  expected  too  much  from  the  reading  of  cases  of  intubation  by 
American  operators  recorded  as  successful  which  perhaps  O'Dwyer 
himself  would  never  have  intubated.  Reviewer). — Deutsche  Zeitsch.  f. 
Chir..,  bd.  31,  heft  i  and  2. 

Henry  Koplik  (New  York). 

V.  Thyreotomy  for  Multiple  Papilloma  of  the  Larynx. 
By  VAN  Anrooy  (Holland).  In  October,  1887,  a  girl,  set.  17  years, 
came  under  the  author's  treatment  for  chronic  hoarseness  which  had 
lasted  for  5  years.  The  cause  of  the  affection  was  found  to  be  a 
chronic  laryngeal  catarrh  and  papillomata  at  the  free  edge  of  the  true 
vocal  cords.  Otherwise  the  patient  was  healthy.  The  neoplasms 
were  removed,  galvano-cautery  applied  and  the  vocal  cords  were 
brushed  over  wdth  a  solution  of  nitrate  of  silver.  Phonation  did  not 
improve  and  soon  new  papillomata   developed  which  were   again  re- 
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moved.  This  operation  had  to  be  repeated  several  times.  In  Sep- 
tember; 1889,  the  tumors  also  attacked  the  false  vocal  cords  and 
finally  caused  such  dyspnoea,  that  tracheotomy  became  a  necessity. 
A  fortnight  later,  when  thyreotomy  was  to  be  performed  for  the  re- 
moval of  the  papillomata,  the  canula  was  seen  to  be  occluded  by  soft 
granulations  in  the  trachea;  these  were  removed  and  a  large  sized 
English  catheter  inserted.  After  eight  days  the  patient  could  breathe 
without  difficulty  through  a  silver  canula.  Thyreotomy  was  now  per- 
formed. A  tampon  canula  could  not  be  used  on  account  of  the  nar- 
row calibre  of  the  trachea.  Artificial  respiration  had  to  be  resorted 
to  twice  at  the  beginning  of  the  chloroform  anaesthesia.  This  anses- 
tlietic  was,  therefore,  discontinued  and  i  gramme  of  a  5%.  solu- 
tion of  cocaine  was  injected  along  the  larynx.  The  larynx  was  divided 
as  far  as  the  thyroid  cartilage  and  ligamentum  conicum;  the  tumors 
were  removed  and  the  places  of  their  origin  cauterized;  some  more  co 
ciine  being  instillated  while  this  was  done.  The  haemorrhage  was  not 
severe,  and  violent  attacks  of  cough  expelled  the  blood  which  ran 
down  the  trachea,  thus  rendering  tamponade  dispensible.  The  incision 
in  the  thyroid  cartilage  was  closed  by  three  catgut  sutures.  The  oper- 
ation was  perfectly  painless  for  the  patient.  Five  days  after  the  oper- 
ation the  wound  had  closed  by  first  intention;  the  canula  was  removed. 
Entire  healing  of  the  wound  resulted  a  few  days  later.  The  sound  of 
the  voice  was  very  much  improved. —  Weekbl.  van  het  Nederl. 
Tijdsschr.  voor  Geneesk.,  1890,  i,  No.  8. 


VI.  Foreign  Body  in  the  Right  Bronchus.  By  Dr.  J. 
BoNDESEN  (Copenhagen).  The  following  case  was  presented  to 
the  Copenhagen  Medical  Society:  A  boy,  set.  3  years,  was  brought  to 
the  ''Kommune-Hospital;"  the  child  while  sitting  and  playing  with 
some  kernels  from  a  piece  of  St.  John's  bread,  was  suddenly  seized 
with  difficulty  in  breathing,  which  however  soon  passed  away  and  when 
the  speaker  saw  the  patient  the  breathing  was  natural;  physical  exami- 
nation of  the  larynx  and  chest  revealed  nothing  abnormal.  In  the 
course  of  the  night  following  there  was  some  dyspnoea,  which  increased 
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towards  morning  and  for  which  toward  noon  of  the  next  day  deep 
tracheotomy  was  performed.  No  foreign  body  could,  however,  be 
found  and  it  was  supposed  to  have  sunken  into  a  bronchus.  The 
respiration  after  the  operation  and  introduction  of  the  canula  became 
freer.  The  general  condition  during  the  cource  of  the  day  was  quite 
good,  but  toward  evening  the  dyspnoea  increased  more  and  more,  and 
when  the  speaker  saw  the  patient  a  few  hours  after  there  was  extreme 
oedema  with  pronounced  cyanosis  and  collapse.  Physical  examination 
of  the  chest  revealed  the  entire  right  lung  to  be  completely  out  of 
function,  and  the  foreign  body  in  the  right  bronchus  and  completely 
occluding  it.  The  canula  was  then  removed  and  after  considerable 
force  a  pair  of  pharyngeal  forceps  were  inserted  deeply  down  into  the 
right  bronchus,  the  foreign  body  grasped  and  extracted;  it  proved  to  be 
a  kernel  of  St.  John's  bread,  swollen  up  to  3  or  4  times  its  ordinary  size. 
Recovery  took  place  and  the  child  was  perfectly  well  in  fourteen  days. 
The  speaker  regards  such  cases  as  quite  rare,  for  in  looking  over 
the  various  large  statistical  tables  on  foreign  bodies  in  the  air  passages, 
(Kiihn  Gross,  Sander  and  others)  he  has  only  found  one  such  case, 
(Guersant's)  where  by  a  fortunate  tracheotomy  a  bean  was  removed 
from  one  bronchus.  On  the  contrary  there  are  several  cases  of  fortu- 
nate extraction  of  irregular  and  non-occluding  foreign  bodies  from  a 
bronchus,  scattered  through  the  literature.  In  the  discussion  which 
followed  Dr.  E.  Schmiegelow  communicated  the  case  of  a  man,  set.  50 
years,  in  whom  a  rhinolith  with  a  small  seed-like  kernel  as  a  nucleus, 
was  found.  The  patient,  when  about  4  years  old,  had  played  with 
some  small  seeds,  when  suddenly  he  began  to  cough,  had  bronchitis, 
pneumonia  and  empyema,  and  later  suffered  continually  from  cough 
with  purulent  expectoration  and  dullness  here  and  there  on  percussion. 
Schmiegelow  assumed  that  one  of  the  seeds  had  gotten  into  the 
bronchus,  caused  there  the  local  trouble  and  at  one  or  an  other  time 
had  been  coughed  up  and  lodged  in  the  posterior  nares  whence  it  was 
removed,   after    which    all    the    symptoms    disappeared. — Hospitals 

Tidende,  March  26,  1890. 

A.  Pick  (Boston.) 


l^^  INDEX  OF  SURGICAL  PROGRESS. 

CHEST  AND  ABDOMEN. 

I.  Extensive  Resection  of  the  Thorax  Wall  TA^ith  Per- 
manent Exposure  of  the  Pleura  in  Cases  of  Severe  Tuber- 
culosis of  the  Left  Thorax  Wall,  the  Left  Pleura  and  Lung. 
By  Dr.  H.  Tilmans  (Germany).  The  patient  in  whom  the  above  ope- 
ration was  performed  was  aet.  28  years,  and  was  a  sufferer  for  2tV  years 
with  tubercular  empyema.  The  left  lung  was  crippled,  tubercle 
bacilli  were  found  in  the  sputum,  and  there  were  many  fistulse 
in  the  thorax  wall.  The  right  lung  was  as  yet  healthy.  An  extensive 
resection  of  ribs  in  front  and  behind  was  of  little  avail,  the  lung  did 
not  expand,  and  the  cavity  of  the  pleura  continued  suppurating.  Til- 
mans  then  resected  the  left  anterior  thorax  wall  in  toto,  from  the  2d 
to  the  6th  rib,  and  to  the  breadth  of  5  to  12  cm.  The  left  pleura  was 
extensively  diseased  and  tubercular,  the  gap  made  by  the  resection 
was  covered  by  a  thin  flap  of  skin,  the  cavity  of  the  pleura  and  the 
surface  of  the  contracted  lung  curetted  and  tamponed  with  iodoform 
gauze.  The  tuberculosis  of  the  left  lung  has  healed  spontaneously, 
perhaps  with  aid  of  the  iodoform;  it  does  not  expand.  The  heart 
is  permanently  dislocated  to  the  right;  the  right  lung  acts  well.  A  cure 
has  resulted,  and  the  operation  is  recommended  for  similar  cases;  also 
where  tumors  exist  in  the  pleural  cavity. — Beilage  z.  Centr.  f.  Chir., 
No.  25,  1890. 

XL  Electropuncture  in  Aortic  Aneurism.  By  Dr.  H. 
Tilmans  (Germany).  The  author  performed  electropuncture  in  one 
case  of  aneurism  of  the  arch  of  the  aorta,  the  patient  being  aet.  54 
years,  and  presenting  at  the  right  second  intercostal  spare.  The  tu- 
mor was  soft,  pulsating,  and  covered  by  very  thin  layer  of  skin.  The 
patient  suffered  from  vertigo,  palpitation  and  sleeplessness,  also  a  feel- 
ing of  pain  in  the  right  arm  and  region  of  the  right  chest,  accompanied 
by  a  steady  loss  of  power  in  the  right  arm.  In  the  space  of  about 
seven  weeks  the  tumor  was  punctured  with  the  electropuncture  needle 
13  times.  The  anode  was  attached  to  the  needle,  the  kathode  placed 
upon  the  skin  in  the  vicinity  of  the  tumor.  The  sittings  lasted  5  to  10 
minutes.     The  current  was  30    milliamperes  in  strength.     A  flint  rheo- 
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Stat  was  used  to  regulate  the  current.  The  result  of  the  electropunc- 
ture  was  striking;  the  tumor  became  smaller  and  harder,  and  only  deep 
pulsation  could  be  felt,  and  the  subjective  symptoms  disappeared.  The 
good  result  has  persisted  for  a  year  and  9  months  without  any  acci- 
dent. In  a  second  case  of  an  enormous  aneurism  of  the  aorta  ascen- 
dens,  which  projected  into  the  right  axillary  region,  electropuncture 
was  performed  6  times,  but  the  patient  died  of  rupture  of  the  tumor. 
The  electropuncture  did  not  cause  the  rupture.  On  autopsy  it  was 
seen  that  at  the  place  of  puncture  the  wall  of  the  aneurism  had  thick- 
ened and  clots  had  formed.  The  literature  teaches  us  that  in  most 
cases  the  electropuncture  method  is  only  palliative,  and  in  some  cases 
valueless.  Tilmans  had  not  observed  any  bleeding  or  necrosis  at  the 
point  of  puncture,  or  the  rapid  formation  of  clots  leading  to  the  Hber- 
ation  of  emboli. — Beilage  z.  Ceidr.f.   Chir.,  No.  25,  1890. 

Henry  Koplik  (New  York). 

III.  Epithelioma  of  the  CEsophagus.  Ulceration  of  the 
Aorta.  Death  from  Haematemesis.  By  M.  Vimont  (Paris). 
Jean-Louis  S.,  set.  68  years,  a  cooper,  entered  the  hospital  St.  Anto- 
noine,  April  29,  1890,  coming  under  the  care  of  M.  Landreieux.  This 
man  had  complained  for  two  months  of  girdle  pains  and  difficulty  in 
swallowing  his  food.  His  appetite  was  good.  For  two  months  deglu- 
tition become  more  painful,  he  fell  away  in  flesh  and  decided  to  enter 
the  hospital;  up  to  then  he  never  had  suffered  from  vomiting  or 
haematemesis. 

At  his  entrance  into  the  hospital  the  patient  was  emaciated,  com- 
plained of  violent  pain  in  the  region  of  the  stomach,  of  inabiHty  to  eat 
soHd  foods  and  lives  upon  bouillon,  milk  and  broths.  Catheterization 
of  the  oesophagus  revealed  a  stenosis  situated  12  inches  from  the  jaw. 
His  age  and  cachectic  appearance  made  epithelioma  seem  probable 
but  as  there  was  at  the  same  time  an  aneurysmatic  dilatation  of  the 
arteries  of  the  arm  an  aneurysm  of  the  aorta  comprising  the  oesophagus 
appeared  plausible. 

May  II  the  patient  was  taken  with  hsematemesis  and  indeed  so 
gravely  that  death  followed  quickly. 
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The  necropsy  revealed  an  ulceration  of  the  oesophagus  4  to  5  cms.  in 
length,  the  base  covered  with  a  bloody  detritus  mixed  with  clots  of 
blood.  The  margins  of  this  ulceration  were  hard  and  callous.  At  the 
base  of  the  ulcer  there  was  a  small  opening  communicating  with  the 
aorta.  Microscopically  the  growth  was  found  to  be  an  ulcerated 
epithelioma.  The  stomach  was  found  filled  with  clots,  500-600  g.  in 
weight.  The  other  organs  were  negative. — Bulletins  de  la  Societe 
AnaUmique  de  Paris.,  May,  1890. 

IV.  A  Case  of  Pulmonary  Abscess;  Gangrene;  Pneu- 
motomy,  Followed  by  Recovery.  By  v.  Openchowski.  The 
patient  concerned  in  this  case  was  a  man,  set.  30  years,  in  whom  an 
abscess  of  the  lung  had  developed  after  pneumonia;  which  finally 
terminated  in  gangrene  of  the  lung.  Pneumotomy  was  performed. 
Alter  resection  of  a  piece  of  rib,  10  cms.  long,  it  was  found  that  the 
layers  of  the  pleura  were  adherent.  The  thermo-cautery  had  to  be 
inserted  2  to  3  cms.  deep  into  the  lung  tissue,  and  thus  the  cavity  was 
opened.  A  large  amount  of  pus  evacuated  itself  on  opening.  The 
cavity  was  irrigated  with  a  lukewarm  solution  of  permanganate  of 
potash.  The  further  course  of  the  case  was  a  favorable  one  and  the 
patient  recovered. — Zeitsch.  f.  klin.  Med.,  bd.  xvi,  heft  3  and  4. 

V.  A  Case  of  Pyothorax  Subphrenicus.  By  Dr.  J.  W. 
RuNNEBERG  (Finland).  The  patient,  a  man,  aet.  47  years.  He  was 
first  taken  ill  with  a  chill,  about  4  months  ago,  and  had  to  remain  in 
bed  for  a  long  time.  He  was  lately  troubled  with  cough  but  no  ex- 
pectoration, palpitation  and  asthma.  When  he  entered  the  hospital 
remittent  fever  was  present.  The  left  lung  was  normal  but  the  right, 
on  physical  exammation,  gave  a  resonant  sound,  absence  of  respira- 
tory sounds  and  pectoral  fremitus. 

Exploratory  puncture  yielded  thick,  not  putrid,  but  somewhat  dis- 
agreeably smelling  pus.  The  other  organs  were  healthy;  no  tubercle 
bacilli  could  be  detected. 

Empyema  being  diagnosed  the  right  pleural  cavity  was  opened  by 
means  of  a  resection  of  the  8th  rib,  but  was  found  to  be    empty.     An 
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exploratory  puncture  through  the  protruding  diaphragm  showed  that 
the  pus  had  collected  beneath  it.  No  further  operation  was,  however, 
undertaken  and  the  wound  only  tamponed.  As  a  consequence  of  this 
pneumo-thorax  of  the  right  side  appeared.  Five  dajs  later  i,ooo  ccms. 
of  pus  were  evacuated  by  incision  of  the  diaphragm.  About  a  month 
afterward  empyema  of  the  right  pjeura  had  to  be  treated  by  resection 
of  the  8th  rib.  A  fistula,  resulting  from  the  last  operation,  existed  at  the 
time  of  dismissal  of  the  patient,  about  4  months  after  his  entrance  into 
the  hospital.  The  patient  recovered  slowly,  later  on. — Finska  La 
Karesellskapets  JIandlingar,  iSgo. 

VII.  Cholelithotripsy  for  the  Relief  of  Occlusion  of  the 
Ductus  Choledochus  with  Complete  Recovery.  By  Dr. 
KocHER  (Berne).  The  case  of  the  author,  occlusion  of  the  chole- 
dochus with  a  perfectly  shrunken  gall-bladder,  did  not,  on  account  of 
the  latter  circumstance,  permit  of  a  cholecyst — enterostomy.  Kocher 
exposed  the  ductus  choledochus  by  means  of  a  transverse  abdominal 
section  parallel  to  the  edge  of  the  thorax,  also  severing  all  adhesions 
of  it  with  the  omentum,  small  and  large  intestines.  The  duct  could 
now  be  seen  to  be  very  much  dilated  in  the  depth  of  the  abdominal 
cavity,  having  there  a  circumference  of  about  2  cms.  At  this  place 
a  stone  could  be  detected  which  lodged  very  firmly  in  the  duct. 
Kocher  attempted  to  crush  the  stone  between  his  fingers  (taking  it  be- 
tween his  thumb  and  middle  finger),  in  which  he  succeeded.  A 
smaller  calculus  which  was  felt  in  the  duct  was  also  crushed  success- 
fully in  the  same  manner.  Relief  and  recovery  were  prompt  and 
complete.  The  pieces  of  the  crushed  calculi  were  taken  out  from  the 
faeces  with  which  they  were  passed  afterward.  They  presented,  when 
dry,  a  volume  of  2^  ccms. — Fortschritte  der  Med.,  No.  12,  1890. 

Albert   Pick  (Boston). 

VII.  Two  New  Cases  of  Laparotomy  for  Gunshot 
Wound  of  the  Abdomen.  By  Dr.  David  Barrow  (Lexington, 
Ky.).  In  the  Jour,  of  Am.  Med.  Ass'n  of  June  15,  1889,  the  author 
reported  four  cases  of  gunshot  wound  of  the  abdomen  treated  by  lapa- 
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rotomy,  of  whom  three  died  and  one  recovered.  He  now  reports  in 
the  same  journal  for  August  9,  1890,  two  new  cases,  with  one  death 
and  one  recovery.  The  cases  are  as  follows:  A  boy,  aet.  15  years; 
wound  one  inch  and  a  half  to  the  left  of  and  on  a  line  with  the  umbil- 
icus; missile,  a  32  calibre  ball,  discharged  at  short  range.  Was  seen 
by  the  surgeon  three  hours  after  the  accident.  He  was  then  in  bed, 
with  the  lower  extremities  flexed;  vomiting  was  frequent,  and  he  com- 
plained of  great  abdominal  pain;  the  facial  expression  was  anxious, 
and  the  abdomen  was  hard  and  retracted;  pulse  was  over  a  hundred 
and  rather  weak;  shock  was  evident  but  not  extreme.  The  wound 
was  not  probed,  but  it  was  plain  that  the  cavity  had  been  entered,  and 
all  the  symptoms  pointed  to  visceral  wounds.  As  soon  as  the  neces- 
sary preparations  could  be  made,  taking  about  an  hour,  laparotomy 
was  done  under  chloroform.  Incision  six  inches  long;  six  perforations 
found  m  the  intestines,  four  in  the  small  and  two  in  the  large  bowel; 
silk  suture;  reinforcement  of  one  of  the  suture  lines  of  the  large  bowel 
with  omentum  with  copious  irrigation  with  boiled  cistern  water;  glass 
drainage  tube;  duration  of  operation  i  hour  and  15  minutes;  severe 
shock  at  close  of  operation;  reaction  slow;  morphia  in  small  doses  as 
required  to  relieve  pain  for  10  days.  The  drainage  tube  was  emptied 
frequently  and  was  removed  on  the  sixth  day.  Convalescence  was  un- 
eventful. The  bowels  were  moved  on  the  seventh  day  and  stitches 
taken  out  on  the  eighth.  There  were  several  stitch  abscesses  and  a 
small  superficial  part  of  the  incision  healed  by  granulation.  Three 
weeks  after  the  operation,  on  account  of  imprudence  in  diet,  he  had  a 
severe  attack  of  indigestion,  with  much  vomiting,  and  was  greatly  ex- 
hausted.    He  is  now  perfectly  well. 

Second  case.  Boy,  set.  13  years,  wounded  by  a  32  calibre  ball; 
point  of  entrance  two  inches  to  the  right,  and  one  inch  below  the  level 
of  the  umbilicus.  Operation  four  hours  later.  At  the  time  of  opera- 
tion there  were  no  symptoms  indicating  serious  injury;  there  had  been 
no  vomiting;  the  pulse  was  80  and  regular,  and  the  boy  was  compara- 
tively comfortable;  chloroform;  four  inch  vertical  incision  passing 
through  the  wound;  the  ball  had  passed  dosvnward  and  to  the  right. 
Tracing  the  intestines  five  perforations  were    found,  two  in  the  ileum 
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and  three  in  the  Ccecum.  These  were  sutured  with  fine  silk  by  the 
Czerny-Lembert  method;  the  cavity  was  irrigated  with  boiled  distilled 
water;  the  abdomen  was  closed  and  antiseptic  dressings  applied.  Du- 
ration of  operation  a  half  hour.  There  was  no  shock  when  put  to  bed, 
and  he  rallied  promptly  from  the  anaesthesia.  For  two  days  he  did 
well,  when  the  temperature  went  up  to  ioi°  and  he  began  to  vomit. 
The  abdomen  was  reopened,  and  irrigated  with  boiled  distilled  water 
and  a  rubber  drainage  tube  inserted.  He  died  at  the  end  of  the  third 
day  of  septic  peritonitis.  Post-mortem  demonstrated  all  perforations 
securely  closed;  there  was  no  leak  when  the  gut  was  distended  with 
water;  some  loops  of  the  intestines  were  adherent,  and  there  were 
■several  ounces  of  bloody  fluid  in  the  peritoneal  cavity.  The  author 
believes  that  this  boy  would  have  recovered  had  he  inserted  a  glass 
drainage  tube  at  the  time  of  the  operation.  The  operation  was  done 
in  a  negro's  cabin,  and  the  hygienic  surroundings  were  most  unfavor- 
able. 

VIII.  Causes  of  Error  in  the  Diagnosis  of  Calculous 
Affections  of  the  Liver.  By  Dr.  Cyr  (France).  The  author  dis- 
cusses the  rare  cases  of  gall-stone  affections,  which  from  their  unusual 
course  and  complexity  of  symptoms  may  lead  to  errors  in  diagnosis. 
The  following  is  a  summary  of  the  matter  as  presented:  i.  A  gall- 
stone may  exist  for  a  long  time  with  acute  disturbances,  referable  to 
the  Hver,  arising.  2.  During  the  attacks  of  biUary  coHc  the  pain  is 
frequently  referred  to  the  epigastrium  and  the  lumbar  region,  simulat- 
ing renal  colic;  in  rare  cases,  in  the  right  breast  and  about  the  um- 
bilicus. 3.  The  onset  of  the  attack  may  be  so  sudden  and  violent  as 
to  suggest  acute  poisoning.  Symptoms  of  eclampsia  and  hysteria 
hkewise  have  been  observed;  indeed,  the  attacks  may  even  simulate 
cholera. 

The  fact  tliat  the  treatment  of  this  class  of  cases  is  being  relegated 
to  the  surgeon,  renders  the  matter  of  greater  importance  to  the  latter 
than  heretofore. — Arch.Gener.  de  Med.,  February,  1890. 

G.  R.  Fowler  (Brooklyn). 


17"^  INDEX  OF  SURGICAL  PROGRESS. 

IX.  Vermiform  Appendix  Peritonitis.  By  Dr.  Graser^ 
(Erlangen).  The  author  has  made  his  studies  in  the  dinic  of  Prof.. 
Heineke,  of  Erlangen.  He  points  out  the  fact  that  most  of  the  pro- 
cesses described  formerly  under  the  titles  of  typhlitis,  peri-typhlitis  and 
para-typhlitis  take  their  origin  from  the  vermiform  appendix.  The  pro- 
cess begins  by  ulceration  of  faecal  calculi  and  results  in  the  formation 
of  pus  with  perforation.  The  whole  process  is  intra-peritoneal  since 
the  vermiform  appendix  is  entire  surrounded  with  peritoneum.  The 
dangers  of  this  disease  are  mostly  directed  toward  the  young.  Mat- 
terstock  makes  the  mortality  30%  in  the  adult  and  70%  in  children 
up  to  the  15th  year.  Formerly  perforation  into  the  peritoneal  cavity 
was  always  fatal.  The  studies  of  Mikulicz  and  Kronlin  have  made  it 
possible  to  treat  these  cases  successfully  by  laparotomy.  During  the 
past  year  3  children  were  saved  in  the  Erlangen  Clinic  by  the  removal 
of  the  vermiform  process.  In  one  child  there  was  diffuse  septic  peri- 
tonitis, in  the  two  others  the  process  was  circumscribed.  In  those 
cases  where  adhesions  prevent  the  spread  of  peritonitis  and  circum- 
scribed abscesses  are  formed  in  the  meshes  of  intestines,  the  disease  is 
not  so  dangerous  as  it  is  prolonged,  the  mortality  according  to  Fitz  be- 
ing 11%. 

The  treatment  of  rest,  opium  and  ice  had  hitherto  only  been  con- 
ducive to  the  formation  of  adhesions  and  limitation  of  the  abscess. 
Operation  here  is  indicated  when  an  abscess  has  formed  and  threaten- 
ing symptoms  (collapse,  threatened  perforation,  intestinal  obstruction) 
appear.  The  author  thinks  that  in  most  cases  the  operation  is  per- 
formed too  late  or  the  patient  is  unnecessarily  exposed  to  a  long  and 
exhausting  illness.  Operation  should  be  performed  as  soon  as  the 
diagnosis  of  perityphlitis  is  established.  Sudden  illness,  with  high, 
fever  and  radiating  pains  and  increased  resistance  are  the  reliable 
symptoms  of  diagnosis.  Even  in  cases  where  operations  have  been 
delayed  an  exploratory  incision  is  allowable  in  those  cases  where  even 
after  subsidence  of  first  symptoms,  a  continuance  of  pain  and  resistance 
and  pain  on  pressure  is  manifested  with  evening  rises  of  temperature. 
In  most  cases  the  incision  will  expose  a  focus  of  suppuration.  If  the 
vermiform  appendix  be  found  it  should  be  removed.     No  harm  is  done 
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if  the  incision  should  give  negative  result.  The  author  thinks  the 
surgeon  should  have  early  access  to  these  c3i%ts.-^Beilage  z.  Centblt. 
f.  Chir.,  No.  25,  1890. 

X.  The  Pathology  and  Therapy  of  Perityphlitis.     By  Dr. 

ScHUCHARD  (Stettin).  The  author  has  treated  9  cases  of  perityphlitis 
during  the  past  year.  Of  these  cases  one,  a  man,  aet.  20  years,  died 
on  the  8th  day,  having  refused  operation.  Four  cases  of  mild  variety 
(ages,  8,  22,  19,  males)  resolved  under  medicinal  treatment.  Three 
•cases  were  operated  upon,  the  first,  a  male,  set.  32  years,  farmer,  op- 
erated upon  in  the  third  week,  a  large  foul  abscess  in  the  iliac  region 
opened  and  drained.  The  second  case,  male,  set.  22  years,  abscess 
•opened  on  the  fifth  day;  recovery.  The  fourth  case,  female,  set.  21 
years,  also  operated  upon  on  the  fifth  day;  m  both  the  latter  cases  the 
author  thinks  the  abscesses  were  extra-peritoneal.  In  both  these  cases 
the  temperature  did  not  go  beyond  38.4°  and  they  were  pleginons  of 
the  retrocoecal  tissue — neither  fsecal  calculi  nor  the  vermiform  appen- 
dix were  found  in  the  abscess  cavity.  These  cases  do  not  bear  out  the 
■old  theory  of  the  causation  of  these  processes  by  the  perforation  of  the 
vermiform  appendix  by  faecal  calculi  but  the  above  cases  should  be 
rather  considered  paratyphlitis  phlegmonosa  just  as  we  have  in  similar 
cases  a  paraproktitis.  In  both  diseases  the  pus  of  the  abscesses  is 
bad  smelling  and  fsecal.  The  author  advocates  early  surgical  interfer- 
ence by  an  incision  similar  to  that  for  the  ligation  of  the  iliac.  In  old 
cases  incision  is  made  into  the  most  prominent  and  fluctuating  point 
of  the  tumor. — Beilage  z.  Centblt.  f.  Chir.^  No.  25,  1890. 

XI.  The  Radical  Treatment  of  Perityphlitis  by  the  Early 
Resection  of  the  Vermiform  Appendix.  By  Dr.  H.  Kummel 
(Hamburg).  The  numerous  observations  and  autopsies  which  have 
been  made  during  the  past  few  years  leave  no  doubt  but  that  the  dis- 
ease perityphlitis  is  caused  by  an  affection  of  the  vermiform  process, 
whether  through  ulceration,  calculi,  gangrene  or  any  similar  factor  lead- 
ing to  final  perforation  of  this  process.  In  the  author's  classification 
the  first  and  rare  form  of  trouble  is  sudden  perforation  of  the  appendix 
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with  rapid  peritonitis.     Operation  has  given  Httle   encouragement  in 
these  cases.     The  author  has  operated  in   one  case  within   six   hours 
after  perforation  and  in  the  peritoneal  cavity  he  found  a  cherry  pit  and 
the  perforated  vermiform  appendix,  but  in  spite  of  operation  the  pa- 
tient died  in  collapse.     In  these  cases  we  should  remove  the  vermi- 
form appendix  when  the  strength  of  patient  allows  it.     The  second 
group  of  cases  are  those  in  which  inflammation  of  the  appendix  leads 
to  the  formation  of  the  well-known  perityphlitic   abscess.     In  these 
cases  also  the  early  operative  incisions  should  be  made  as  soon  as  the 
diagnosis  is  established;  we  should  not  wait  until  a  distinct  abscess  is 
formed  and  pointing.     When  the  abscess  is  opened  calculi  and  the 
gangrenous  or  necrotic  appendix  removed  and  drainage  established, 
if  the  vermiform  processs  be  not  found  it  should  not  be  sought  for  too 
much  through  the  loosening  of  adhesions  or  by  compromising  in    any 
way  the  solidity  of  the  abscess  wall;  subsequent  formation  of  cicatricial 
tissue  will  perhaps  obliterate  the  process  and  prevent  return  of  trouble. 
The  author  has  had   a  return  of  disease  twice  in  the  same  patient. 
The  author  thinks  that  the  primary  ligature  and  removal  of  the  appen- 
dix prevents  formation  of  fistula,  etc.,   also   return   of  trouble.     Peri- 
typhhtis  must  always  be  regarded  as  a  serious  disease,  not  only  on  ac- 
count of  the  acute  peritonitis,   or  perforation  or  general  perforative 
peritonitis,  but  on  account  of  the    return    of  trouble  which   always 
threatens  the  patient.     The  patient  who  has   once  passed  through  a 
perityphhtis  is  always  in  danger.     The  least  error  of  diet  or  trauma  is 
likely  to  cause  new  trouble.     Those  which  are  most  susceptible  to  re- 
lapses are  the  cases  which  do  not  result  in  the  formation   of  abscess 
but    in    exudate    around    the    appendix.       In   this  third    group,  the 
chronic  relapsmg  for.n,  the  exudate,  under  the  influence  of  ice,  opiates, 
etc.,  resolves  only  to  return  on  the  least  provocation.      In  these  cases 
the  resection  of  the  process   is  specially  indicated  and  lasting  cure 
results.     The  operation  is  performed  after  acute  symptoms  have   sub- 
sided and  the  exudate  has  disappeared.      The  incision  is  made  along 
Poupart's  ligature  or  in  the  median  line,  the  process  ligated  close  to 
the  coecum  and  the  stump  closed  with  peritoneal  suture     It  is   not  a 
difficult  operation.     The  author  has  operated  on  two  such  cases,  mak- 
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ing  the  total  published  number  of  cases  in  the  literature  five,  one  by 
Treves  and  two  by  Senn.  The  first  case  was  that  of  a  man,  set.  42 
years,  who  had  suffered  for  four  years  in  the  above  manner.  The 
second  was  that  of  a  woman,  aet.  40  years,  who  for  1 5  years  had  been 
subject  to  a  list  of  troubles  belonging  to  the  history  of  this  third  group. 
The  author  after  relating  at  length  his  two  cases  advocates  the  resec- 
tion of  the  processus  vermiformis  in  this  chronic  relapsing  form  of  peri- 
typhlitis.— Beilage  z.  Cetitblt.f.  Chir.,  No.  5,  1890. 

XII.  The  Extirpation  of  Carcinoma  Situated  High  Up  in 
the  Rectum,  in  Two  Sittings.  By  Dr.  L.  Rehn  (Frankfurt,  A.M.) 
The  sacral  method  of  Kraske  enables  us  to  remove  by  means  of  an  ex- 
cellent operating  field,  carcinoma  of  the  rectum  situated  high  up.  Haem- 
orrhage can  be  easily  controlled  and  a  normal  sphincter  can  be  retained. 
The  advantages  of  the  operation  are  well  known  but  the  mortality  is  great, 
much  more  than  the  20%  now  published  would  lead  us  to  believe. 
The  author  lost  three  of  his  first  five  patients.  In  two  cases  the  cir- 
cular suture  was  complicated  by  the  formation  of  a  faecal  phlegmon.  A 
third  patient  died  in  collapse  twelve  hours  after  operation.  The  first 
two  cases  were  operated  upon  strictly  after  Kraske's  method.  Then 
the  author  in  four  cases  made  use  of  the  osteoplastic  resection  by  a 
prehminary  operative  procedure.  Incision  on  the  left  side  of  the 
sacrum  and  ilium,  transverse  division  of  the  sacrum  between  third 
and  fourth  sacral  openings.  Opening  of  the  flap  of  the  bone 
and  soft  parts  to  the  right.  His  two  last  cases  were  operated  m  two 
sittings  and  had  a  more  favorable  course.  In  his  sixth  case  the  patient 
contracted  an  empyema  following  an  attack  of  influenza  at  a  time  when 
the  artificial  anus  should  have  closed. 

The  dangers  of  the  operation  are  collapse  and  infection.  The  pre- 
liminary operation  as  soon  as  we  decide  to  transversely  divide  the 
sacrum  is  of  great  moment  for  the  patient.  If  the  para-sacral  incision 
is  sufficient  we  should  choose  this  as  the  most  saving  for  the  patient. 
It  seems  that  some  have  overlooked  the  fact  that  Kraske,  in  his  pre- 
liminary studies,  established  to  his  satisfaction  that  the  parasacral  in- 
cision gives  in  a  remarkable  manner  room  for  operating.     It   remains 
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Kraske's  operation  whether  we  operate  simply  by  incision  of  soft  parts 
or  the  resection  of  bone,  partial  or  complete.  The  manner  of  operat- 
ing is  that  the  growth  should  be  removed,  not  from  below,  but  from 
behind  and  above.  The  chief  danger  is  infection  from  faeces,  the  cir- 
cular suture  holds  in  the  rarest  cases  only,  the  rectum  bursts  generally 
behind.  As  precautions  against  secondary  infection  we  use,  i,  iodoform 
gauze  tampon,(not  always  sufficient);  2,  avoidance  of  the  circular  suture, 
the  rectum  is  allowed  to  remain  open  in  its  posterior  periphery  and  the 
rectum  is  split  toward  the  anus;  3,  colotomy  after  Schede;  4, 
Heinecke's  measure.  The  author  thinks  that  that  the  above  dangers 
may  be  avoided  by  two  operations,  ist,  preliminary  operation,  expos- 
ure of  and  loosening  of  the  new  growth,  thereby  avoiding  any  wound  of 
the  gut.  The  central  portion  of  the  gut  is  made  movable  preHminary 
to  subsequent  suture;  careful  arrest  of  haemorrhage.  The  wound 
cavity  is  loosely  tamponaded.  The  loosened  gut  is  brought  to  the 
level  of  the  external  skin  by  passing  strips  of  iodoform  gauze  under- 
neath it.  The  patient  receives  opium  for  four  days,  then  laxatives  and 
injections  are  used.  If  it  should  now  be  shown  that  sufficient  evacua- 
tion of  faeces  is  caused  by  stricture,  the  intestine  may  now  be  incised 
without  danger  above  the  stricture.  About  ten  days  after  the  first  oper- 
ation the  gut  is  circularly  closed  and  after  drains  are  put  in,  the  wound 
is  closed.  By  this  time  the  wound  has  become  considerably  smaller. 
A  failure  of  the  intestinal  suture  at  this  time  will  not  be  of  any  danger 
to  the  patient.  In  case  the  gut  should  tear  while  loosening  the  growth 
in  the  first  step  then  it  is  advisable  to  remove  the  growth  at  once  the 
central  piece  of  gut  is  attached  to  the  skin  at  the  lower  angle  of  the 
wound.  The  circular  suture  of  the  gut  follows  in  a  second  operation. 
— Beilage  z.  Centhlt.f.  CJiir.,  No.  25,  1890. 

Henry  Koplik  (New  York). 

EXTREMITIES. 

I.  The  Curability  of  Malignant  Growths  of  the  Thigh- 
Bone  by  Exarticulation  at  the  Hip-Joint.  By  Dr.  Borr 
(Rostock).  The  author  has  collected  in  addition  to  9  cases  operated 
upon  in  the  Rostock  Clinic,  109  cases  of  exarticulation   of  the  thigh- 
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bone  at  the  hip  for  maHgnant  growth  of  the  thigh-bone,  occurring  in 
the  literature.  All  the  above  cases  were  observed  for  a  number  of 
years.  In  some  cases  the  fate  of  the  patients  after  operation  is  omit- 
ted and  the  pathological  nature  of  the  growths  is  obscured  through  in- 
sufficient data.  Of  the  ii8  cases  24  di6d  as  a  direct  result  of  opera- 
tion from  shock,  carboHc  acid  poisoning,  hemorrhage,  sepsis.  In  four 
cases  the  cause  of  death  is  not  given;  they  died  soon  after  operation 
probably  as  a  result  of  the  same.  Of  the  remaining  86  cases,  50  must  be 
rejected  as  being  useless  for  statistics,  nothing  being  noted  of  their 
course  after  operation  and  only  10  months  have  elapsed  before 
publication.  Of  the  remaining  36  cases,  26  died  with  metastases  in 
other  organs  after  periods  varying  from  4  weeks  to  4^^  years.  One 
patient  died  with  a  regional  return.  Five  cases  died  of  intercurrent 
diseases.  There  remains  four  cases  which  were  observed  for  a  longer 
period  than  ten  months.  One  of  these  cases  which  was  operated  upon 
26  months  ago  was  that  of  a  female,  et.  26  years,  with  a  spindle-celled 
sarcoma.  The  patient  at  present  presents  no  symptoms  of  return. 
The  second  case  recorded  by  Kiister  has  remained  free  from  symptoms 
for  three  years.  The  third  case  (Czerny)  a  periosteal  fibro-sarcoma 
observed  for  3  years,  had  two  nodules  on  arm  and  back  at  time  of 
publication  though  no  internal  metastases.  MacGraw  records  the 
fourth  case,  observed  12  years,  no  metastases,  though  a  suspicious 
nodule  is  present  on  the  arm.  These  cases  (4)  cannot  be  looked  up- 
on as  permanently  cured.  The  above  tends  to  throw  doubt  upon  the 
operation  as  a  curative  indication. — Beilage  z.  Centblt.  f.  Chir.,  No. 
25,  1890. 

Henry  Koplik  (New  York). 

GENITO-URINARY    ORGANS. 

I.  The  Operative  Treatment  of  Tuberculosis  of  the 
Kidney,  By  Dr.  Madelung  (Rostock).  Operative  treatment  in 
these  cases  was  held  to  be  hitherto  out  of  the  question  but  if  it  is  ap- 
plicable in  certain  cases  as  supposed  it  is  absolutely  necessary  that 
such  a  conclusion  should  be  reached  from  the  consideration  of  statis- 
tics, which  at  present  is  not  the  case.     The  difficulties  of  treatment 
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from  a  surgical  point  of  view  lies  mostly  in  the  difficulty  of  making  a 
diagnosis.  We  are  justified  in  diagnosing  tuberculosis  of  the  kidney 
when  the  urine  contains  tubercular  matter  and  the  bladder  is  free 
from  ulcerations  of  the  mucous  membrane.  The  demonstration  of 
tubercle  bacilli  may  be  easy,  difficult,  at  times  impossible.  lohne's 
method  of  demonstrating  bacilli  is  not  always  successful.  Inoculation 
of  animals  is  too  tedious  and  the  absence  of  bacilli  is  but  negative 
proof.  The  inspection  of  the  mucous  membrane  with  Nitze's  endo- 
scope is  also  unsatisfactory.  Tuberculosis  once  established  it  is  neces- 
sary to  find  out  which  kidney  is  affected  or  whether  both  are  diseased 
or  whether  the  patient  has  two  kidneys.  If  a  tumor  can  be  felt  this 
combined  with  history  of  pain  is  satisfactory,  if  combined  with  other 
urinary  symptoms  (pus).  But  even  all  these  symptoms  combined 
or  singly  can  mislead.  Exposure  of  the  kidney  by  the  lumbar  incision 
can  be  of  use.  Catheterization  of  the  ureters  after  dilatation  of  the 
urethra  is  to  be  recommended  in  certain  cases  of  disease  in  women. 
Such  cases  should  be  selected  for  operation  in  which  spont?.neous  cure 
is  out  of  the  question,  in  which  through  long  observation  the  unilateral 
disease  has  been  made  out,  and  in  which  the  symptoms  compel  opera- 
tive mterference.  Nephrectomy  is  an  easy  operation,  and  in  persons 
much  reduced  by  disease  admissable.  Tuberculosis  of  the  bladder  is 
the  contraindication,  but  slightly  advanced  tuberculosis  of  other  organs 
ought  not  to  prevent  operation.  The  nephrectomy  can  be  palliative 
in  rare  cases.  Lawson  Tait  and  Kiister  have  had  such  cases,  and 
author  saw  one  of  his  own  cases  uninfluenced  by  operation.  The  ex- 
tra-peritoneal method  is  the  best  one  to  use,  and  thus  the  tubercular 
portion  and  the  capsule  (partly)  can  be  extirpated,  the  ureter  after  su* 
ture  is  dropped  into  the  wound.  Iodoform  gauze  tampon  and  secon- 
dary suture.  The  urine,  even  in  cured  cases,  may  for  some  time  af- 
ter contain  pus.  A  fistula  which  has  remained  for  one  year  after  ope- 
ration may  finally  heal,  and  the  continued  use  of  creasote  in  the  after- 
treatment  seems  to  be  beneficial.  Author  has  collected  sixty  cases  in 
the  literature;  Bardenheuer  seems  to  have  had  the  best  results.  Au- 
thor has  operated  in  3  women  for  tuberculosis  of  the  kidney,  and  in  all 
has  had  good  results,  the  patients  increasing  in  weight  after  operation. 
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In  one  case  there  was  affection  of  the  apex.  Author  recommends 
nephrectomy  in  selected  cases. — Beilage  zur  Centr.f.  Chir.,  No.  25, 
1890. 

Henry  Kopuk  (New  York). 

II.  Renal  Surgery.  By  Dr.  Emil  Senger  ''Crefeld).  Since 
1869,  when,  for  the  first  time  Simon  extirpated  the  kidney,  the  sur- 
gery of  this  organ  has  made  rapid  progress,  and  at  present  we  have 
aspiration,  nephrorraphy,  nephrotomy,  nephrolithotomy  and  nephrec- 
tomy, and  for  this  progress  we  are  indebted  to  the  progress  made  in 
methods  of  diagnosis.  But,  unfortunately,  as  yet  this  is  far  from  per- 
fect, and  in  many  cases  the  weighty  question  of  which  kidney  is  af- 
fected, the  right  or  the  left,  has  to  be  decided  by  the  subjective  symp- 
tom of  pain. 

The  importance  of  an  exact  diagnosis  is  specially  important  in  ex- 
tirpation of  the  kidney,  for  before  the  operation  is  undertaken,  the  sur- 
geon must  know  if  there  are  two  kidneys  present,  as  there  may  be  a 
congenital  absence  of  one  kidney,  or  a  functional  atrophy,  or  a  cake- 
like kidney  with  one  or  two  ureters,  or  a  horseshoe  kidney.  The  sec- 
ond question  which  comes  up  is  if  the  remaining  organ  is  capable  of 
performing  its  functions  in  such  a  manner  as  to  keep  the  patient  alive. 
Lastly,  as  Israel  remarks,  the  condition  of  the  heart  plays  an  impor- 
tant part,  a  weak  or  fatty"  heart,  or  one  with  valvular  insufficiency,  tends 
to  show  that  a  compensatory  function  of  the  other  kidney  will  be 
doubtful. 

How  are  the  first  two  questions  to  be  decided?  Percussion  gives 
but  Httle  on  the  subject;  more  is  obtained  by  palpation,  and  this  latter 
is  specially  praised  by  Israel.  The  normal  kidney  is  extremely  difficult 
to  palpate,  and  Thompson  says  it  is  only  possible  to  make  out  by  pal- 
pation a  much  enlarged  kidney.  There  yet  remains  the  rectal  palpa- 
tion of  Simon  and  the  exploratory  incision. 

Even  if  two  kidneys  have  been  made  out,  nothing  is  known  as  to 
their  condition.  To  find  this  out  G.  Simon  dilates  the  urethra  and 
catheterizes  the  ureters  with  the  aid  of  the  finger  introduced  in  the 
bladder.     Pawlick  introduces  the  catheter  without  dilating  the  urethra. 
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Emmet  divides  the  vesico-vaginal  wall  and  then  catheterizes,  but  all 
these  methods  can  only  be  employed  in  women. 

Opposed  to  catheterization  is  compression  of  the  ureters.  Sands 
compresses  by  means  of  the  finger  introduced  in  the  rectum.  Weir 
uses  a  rod,  and  compresses  the  tube  against  the  pelvis,  but  these 
methods  are  crude  and  work  in  the  dark.  Hegar  dissects  the  ureter 
through  the  vagina  and  ligates  it.  Sawyer  simply  ligates  it  en  masse, 
but  both  these  methods  are  also  useless  in  the  male.  Gluck  proposes 
to  dissect  out  the  ureter  by  a  lumbar  incision  and  compress  it  long 
-enough  to  obtain  sufficient  urine  from  the  other  kidney.  There  are 
two  objections  to  this  method,  first,  the  cutting,  and  second,  that  the 
other  kidney  is  rarely  so  damaged  that  it  does  not  secrete,  and  the 
quantity  of  urine  thus  obtained  is  small.  Wolfler  determines  the 
quantity  of  urine  for  24  hours;  if  it  is  less  than  half  the  normal  quantity 
both  kidneys  are  materially  diseased;  if  it  approaches  half  only  one 
kidney  is  damaged,  and  the  other  has  taken  on  no  compensating  ac- 
tion. 

Up  to  the  present  time  the  safest  method  yet  is  the  formation  of  a 
renal  fistula  (provided  that  there  are  sufficient  grounds  to  indicate  that 
the  kidney  is  diseased  enough  to  require  extirpation),  and  to  so  fix  the 
ureter  that  all  the  urine  passes  externally.  The  proof  that  this  has 
happened  is  not  always  easy.  Israel  states  that  if  after  the  formation 
of  a  fistula,  the  urine  from  the  bladder  becomes  clear,  or  if  a  colored 
fluid  injected  through  the  wound  does  not  pass  in  the  bladder,  then  it 
is  pretty  certain  that  all  the  urine  from  that  kidney  escapes  through 
the  fistula,  and  then  that  from  the  bladder  can  be  conveniently  exam- 
ined qualitatively  and  quantitatively,  and  the  chances  for  a  nephrec- 
tomy considered.  According  to  Israel,  the  following  diseases  are  suit- 
able lor  nephrectomy,  with  previous  formation  of  a  fistula:  floating 
kidney,  fistula  of  kidney  and  pelvis  of  kidney,  wounds  of  the  kidney  and 
ureter,  pyonephrosis,  hydronephrosis,  echinococci,  tuberculosis,  renal 
calculi,  and  tumors,  malignant  and  non-malignant.  As  regards  the 
diagnosis  of  these  cases,  it  is  better  to  begin  with  the  most  common, 
viz.,  pyonephrosis.  In  simple  cases  the  clinical  history  is  as  follows: 
The  patient  has  been  suffering  for  a  longer  or  shorter  time  from   rheu- 
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matism  or  an  obscure  abdominal  affection,  or  gonorrhoea,  or  even  from 
a  carbuncle;  he  complains  of  pain  in  the  region  of  the  kidney,  has  fever 
and  some  swelling  of  the  side,  which  gradually  increases,  and  later  on, 
gives  distinct  fluctuation,  together  with  a  tympanitic  note.  The  urine 
may  be  either  purulent  or  normal.  The  tumor  extends  downward 
from  the  free  border  of  the  ribs.  The  colon,  if  distended,  lies  either 
over  it  or  to  its  inner  side.  The  liver  may  sometimes  be  isolated  from 
the  swelling.     Aspiration  gives  pus.     These  are  the  easy  cases, 

Israel  says  that  pressure  on  the  tumor  often  causes  a  little  pus  to  es- 
cape in  the  bladder,  and  this  is  of  great  help  in  making  the  diagnosis. 
If  the  urine  is  previously  purulent,  he  compares  it  before  and  after 
pressure.  Another  important  point  in  diagnosis  is  that  the  urine  is  al- 
ternately clear  and  purulent,  according  to  the  increase  or  diminution 
in  the  size  of  the  sweUing.  The  treatment  is  nephrotomy,  and  this  is 
generally  an  easy  operation.  The  abscess  cavity,  when  opened,  is  ex- 
plored to  find  the  cause  of  the  suppuration,  and  if  a  stone  is  found  its 
removal  is  attempted.  Often  no  cause  is  found,  then  the  best  possible 
conditions  for  drainage  are  sought,  and  the  septa  in  the  pelvis  of  the 
kidney  are  completely  broken  down  and  the  pelvis  drained.  If  the 
renal  fistula  causes  the  patient  any  pain,  or  purulent  retention  takes 
place,  nephrectomy  has  to  be  considered.  If  nephrectomy  is  decided 
on,  Dr.  Senger  calls  special  attention  to  the  danger  of  tamponing  the 
wound  with  strong  iodoform  gauze;  on  account  of  the  danger  ot  poi- 
soning he  says  that  no  stronger  than  2%  gauze  should  be  used. 

The  differential  diagnosis  between  hydronephrosis  echinococci,  tu- 
berculosis and  tumors  is  settled  by  aspiration. 

Tuberculosis  as  a  rule  is  always  secondary  to  the  same  trouble  in 
the  bladder.  Tubercle  bacilli  in  the  urine  give  no  indication  to  the 
seat  of  the  disease.  Tuberculosis  is  easily  mistaken  for  renal  calculus, 
but  in  the  latter  there  is  frequent  and  profuse  haemorrhage,  while  in  the 
former  the  intervals  between  each  haemorrhage  are  very  long. 

Renal  tumors  are  extremely  difficult  to  diagnose  before  they  have  at- 
tained a  certain  size.  Haemorrhage  is  absent  till  the  growth  begins  to 
attack  the  pelves.  The  haemorrhage  is  similar  to  that  of  stone,  but  is 
not  set  up  or  influenced  by  bodily  exercise.     If  the  tumor  has  a  sharp 
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border  it  is  not  renal;  it  may  be  hepatic  or  splenic.  It  is  as  yet  im- 
possible to  determine  if  the  tmnor  be  malignant  or  non-malignant,  but 
there  is  one  good  point — tumorsof  the  kidneys  are  generally  single  and 
only  break  through  the  capsule  very  late. 

In  cases  of  large  tumors  in  children  the  operative  results  are  very 
bad;  so  far,  no  child  has  survived  any  length  of  time. 

In  tubercular  kidney,  nephrectomy  is  not  curative,  on  account  of 
the  dissemination  of  the  process,  but  it  may  be  palliative. 

In  all  cases  it  is  safer  to  do  a  nephrotomy,  and  secondarily  a  ne- 
phrectomy, if  necessary. 

If  a  stone  is  thought  to  be  present,  the  pelvis  of  the  kidney  may  be 
exposed  by  an  extra-peritoneal  incision,  and  if  it  is  not  felt  the  kidney 
may  be  punctured  in  various  directions  by  a  fine  needle,  and  if  this 
yields  no  results  the  pelvis  may  be  opened  and  each  calyx  explored  sep- 
arately by  the  finger,  and  if  this  is  not  successful,  Thornton  proposes  a 
laparotomy  and  palpation  of  the  kidney  with  the  hand.  As  last  resort, 
when  the  pains  are  unbearable,  there  always  remains  extirpation.  Still, 
before  resorting  to  this  it  is  better  to  first  drain  the  pelvis  and  wait, 
for  often  after  this  the  pains  disappear. 

Sometimes  the  stone  hes  either  in  the  beginning  or  in  the  end  of 
the  ureter,  and  in  such  cases  a  nephrectomy  is  useless,  and  the  stone 
must  be  sought  for  by  rectal  palpation  and  if  found  it  is  to  be  removed 
by  dissecting  out  the  ureter  and  opening  it. 

Floating  kidney  may  exist  without  causing  any  pain,  or  it  may  some- 
times be  kept  in  place  by  a  truss;  if  this  does  not  answer  nephrorraphy 
may  be  attempted,  and  Hahn's  method  is  the  best.  In  some  cases  this 
is  not  successful  and  the  symptoms  recur.  For  such  cases  nearly  all 
surgeons  advise  nephrectomy. 

Ureteral  fistulae  following  labor  may  usually  be  cured  by  some  plastic 
operation,  while  those  resulting  from  operation  are  not  so;  in  such 
cases  Simon  and  Bardenheuer  advise  nephrectomy.  If  this  is  not  possi- 
ble there  only  remains  a  transplantation  of  the  ureter  so  as  to  have  it 
open  either  on  the  abdomen,  or  in  the  vagina  or  in  the  rectum. — 
Deutsche  Med.  M^oc/i.jNo.  ii.  1890. 

F.  C.  HussoN. 
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III.  Partial  Extirpation  of  the  Kidney.  By  Dr  Kummell 
(Hamburg).  With  the  constant  progress  of  conservative  surgery  the 
■question  comes  up  of  removing  the  diseased  portion  of  the  kidney  in- 
stead of  the  whole  of  the  organ  in  certain  forms  of  disease. 

It  is  important  to  determine  if  a  wound  of  a  larger  or  smaller  portion 
of  that  organ  would  heal  thoroughly  or  if  a  urinary  fistula  would  result 
which  would  ultimately  require  a  nephrectomy. 

The  experiments  of  Tufifier  of  Paris  are  interesting.  They  show  that  it 
is  possible  to  successively  remove  a  large  part  of  the  normal  renal  tis- 
sue, and  that  after  a  certain  number  of  days,  the  sooner  the  less  renal 
parenchyma  removed,  the  specific  gravity  of  the  urine  and  the  excre- 
tion of  urea  are  perfectly  re-established,  and  that  compensation  was 
due  partially  to  hypertrophy  of  the  remaining  parenchyma  and  partly 
to  the  new  formation  of  glomeruli,  and  this  happened  even  in  cases  of 
animals  in  which  one  kidney  had  already  been  extirpated  and  was  fol- 
lowed by  a  partial  removal  of  the  kidney  on  the  other  side.  Tuffier  as 
a  result  of  his  experiments  states  that  in  animals  from  15  to  23  grains  of 
renal  parenchyma  is  sufficient  for  2  pounds  of  weight.  Reckoning  the 
adult  human  weight  at  140  lbs.,  from  1200  to  1500  grains  of  renal  sub- 
stance, apart  from  the  capsule,  which  is  not  counted,  is  sufficient  to 
maintain  life,  or  about  ^  or:|^  of  the  normal  organ. 

Surgically,  therefore,  it  is  possible  to  remove  a  large  part  of  the  kid- 
ney, the  remaining  portion  still  retaining  its  function,  and  in  partial  de- 
struction of  the  renal  tissue  it  is  not  necessary  to  remove  the  whole 
organ,  and  we  can  be  satisfied  with  a  partial  excision  specially,  if  the 
condition  of  the  other  kidney  is  not  known.  Partial  excision  is  in 
order  in  cases  of  not  very  large  abscesses,  in  certain  injuries,  in  circum- 
scribed tumors,  and  even  for  exploratory  purposes. 

The  only  case  of  partial  nephrectomy  found  in  literature  was  re- 
ported by  Herczel  as  occurring  in  Czerny's  cHnic  in  Heidelberg,  when 
a  gardener  set.  30  years  was  operated  on  account  of  haematuria  and  en- 
largement of  the  right  kidney  following  a  blow.  On  the  convexity  of 
the  organ  at  the  junction  of  the  middle  and  lower  third  a  fluctuating 
spot  was  incised,  the  cavity  filled  with  detritus  was  scraped  with  a 
sharp  spoon,  and  an  elliptical  resection  of  the  renal  tissue  followed  by 
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partial  suture  and  tamponade  was  done.  The  case  healed  rapidly. 
In  September,  i88g,  Dr.Kummell  operated  on  a  woman  for  an  abscess 
of  the  kidney  which  was  situated  in  the  upper  third  of  the  organ, and  due 
to  a  calculus  which  was  removed  at  the  same  time.  Smaller  abscesses 
were  found  leading  into  the  main  cavity.  These  were  all  scraped  with  a 
sharp  spoon,  and  the  walls  formed  by  renal  parenchyma  were  excised 
and  partially  brought  together  by  sutures  and  fixed  in  the  external 
wound,  about  ^  of  the  organ  was  thus  destroyed  or  removed.  The 
wound  was  packed  with  iodoform  gauze  and  allowed  to  heal  by  granu- 
lation. The  subsequent  progress  of  the  case  was  all  that  could  be  de- 
sired. 

The  urine  flowed  through  the  ureter  and  on  the  day  after  the  opera- 
tion contained  some  pus,  which  rapidly  disappeared,  and  the  secretion, 
soon  became  normal.  The  patient  was  discharged  in  October  with  a 
granulating  wound  and  since  then  she  has  gained  20  pounds. 

In  another  case,  a  man  set.  55  years,  Dr.Kummell  excised  the  upper 
convex  portion  of  the  right  kidney  but  the  tissues  were  so  scant  that  sut- 
ures would  not  hold  and  tamponade  had  to  be  resorted  to.  For  the  first 
few  days  after  the  operation  the  urine  contained  blood  but  this  soon 
disappeared.  No  urine,  escaped  through  the  external  wound.  From 
the  above  related  cases  it  is  seen  that  the  renal  parenchyma  seems  to 
lend  itself  to  operative  interference.  Haemorrhage  is  easily  checked 
by  tamponing,  and  the  secreted  urine  escapes  by  the  normal  passages 
without  going  through  the  wound  and  without  there  being  any  tenden- 
cy to  the  formation  of  a  fistula. 

These  circumstances  are  very  favorable  to  exploring  the  pelvis  of 
the  kidney  as  has  been  already  suggested  by  Israel. — Centblatt  f, 
Chirurgie,  No.  18,   1890. 

F.  C.  HussON  (New  York). 

IV.     Operations  for  Stone  in  the  Bladder.      By  Sir  Henry 

Thompson  (London).  The  author  read  before  the  Royal  Medical  and 
Chirurgical  Society  a  paper  presenting  the  results  of  964  cases  of  ope- 
ration for  vesical  calculus,  500  of  which  had  been  discussed  by  him  12 
years  previously.     Of  the  whole  number  loi  were  hospital  cases  and 
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863  private  cases.  There  were  17  children  and  14  women,  leav- 
ing 933  operations  upon  the  adult  male.  The  history  of  his  cases  em- 
bodied a  history  of  operations  for  stone  from   1854  to  the  present  time. 

The  introduction  of  Bigelow's  method  of  employing  a  single  sitting 
reduced  the  mortality  in  the  writer's  hands  to  nearly  one  half. 

An  analysis  of  his  entire  series   shows  that  vesical  calculus  is  not 

more  common  in  children  than  in  adults,  as  was  formerly  supposed — 

an  impression  due  to  observations  in  hospital  practice.       The   ages  of 

his  male  patients  were  as  follows,  the  mean  age  being  62^  years: 

Below  16  years,         -----  3. 

16  to  24  years,  ....  8. 

25  to  50  years,         -  .  .  .  .  89. 

51  to  70  years,  ....  565. 

Above  70  years,  ....  184. 

The  oldest  patient  was  91  years  old,  and  was  subjected  to  lithotrity. 
The  largest  calculus  weighed  14  ounces  and  was  composed  of  uric 
acid. 

The  author  insisted  upon  the  desirability  of  removing  the  stone  at 
the  earliest  possible  moment  in  the  elderly  male  adult,  where  it  is  fre- 
quently found,  for  two  reasons,  (i)  The  stone,  when  small,  can  be  re- 
moved more  readily,  and  with  little  risk.  (2)  At  this  stage  of  calculous 
disease  the  re-formation  of  an  acid  stone  can  almost  invariably  be  pre- 
vented by  strict  dietetic  precautions. 

Of  the  author's  adult  male  cases,  800  were  by  lithotrity,  115  by 
perineal  lithotomy,  and  18  by  supra-pubic  lithotomy.  The  author's 
predilection  for  the  crushing  operation  is  evident.  In  the  adult  crush- 
ing may  be  carried  to  stones  of  four  ounces,  provided  a  large  evacuat- 
ing tube  can  be  passed.  The  adult  male  of  65  to  75  years  possesses 
a  very  insensitive  and  capacious  urethra,  while  he  had  found  the  most 
sensitive  urethras  in  men  of  from  25  to  40,  and  any  over-distention  of 
these  frequently  gives  trouble.  If  an  evacuating  tube  as  large  as  No. 
18  can  be  passed,  a  three- ounce  uric  acid  stone  when  crushed  can  be 
removed  with  the  greatest  facility.  In  case  of  an  irritable  urethra  with 
a  rigid  prostrate,  admitting  only  a  No.  13  or  14,  the  supra-pubic  ope- 
ration is  preferable  for  a  small  calculus. — Z^;/^:^/,  March  15,  1890. 

James  E.  Pilcher  (U.  S.  Army). 
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V.  The  Symptoms  and  Conditions  Which  Justify  Ne- 
phrolithotomy, the  Chief  Conditions  Simulating  Renal  Cal- 
culus, and  Some  Practical  Points  in  the  Operation  of  Ne- 
phrolithotomy. By  W.  H.  A.  Jacobson  (London).  In  opening, 
the  author  draws  attention  to  the  more  rapid  advances  made  in  opera- 
tive technique  than  have  been  made  in  diagnosis,  especially  as  regards 
renal  calculus.  He  mentions  five  cases  in  which  he  operated  and  no 
stone  was  found.  He  then  considers  the  symptoms  and  conditions 
which  justify  nephrolithotomy  under  the  following  heads: 

1.  Continued  haematuria,  or  passage  of  blood  and  pus. — He  con- 
siders this  a  very  important  symptom  and  describes  it  as  a  htematuria 
of  long  standing,  often  repeated,  frequently  increased  by  exercise, 
rarely  profui-e,  and  never  producing  anemia,  as  in  new  growth  of  the 
kidney.  The  blood  is  always  intimately  mixed  with  the  urine,  while 
the  tint  varies  from  a  bright  or  deep  red  to  a  smoky  or  porter  like 
color.  He  also  mentions  the  following  fallacies:  {a)  It  may  be  absent 
to  the  last.  This,  he  thinks,  may  be  due  to  a  contraction  of  the  mus 
cles  about  the  kidney,  so  that  movement  is  restricted,  {b)  The  haema- 
turia may  be  only  temporary;  this  occurs  with  small  renal  calculi  and 
when  encysted,  (c)  It  may  not  appear  until  late  in  the  case.  {d) 
Haematuria  also  occurs  with  other  conditions,  as  passage  of  uric  acid 
crystals,  tubercular  kidney,  granular  kidney,  growths,  increased  intra- 
renal  pressure,  etc. 

2.  Pain  and  tenderness,  lumbar  and  elsewhere.  Under  this  division 
J.  calls  attention  to  the  fact  that  lumbar  pain  varies  in  its  characters, 
and  that  while  in  some  cases  it  is  relieved  by  pressure,  in  others  it  is 
not.  He  also  mentions  the  fact  of  radiating  pains  being  present  in 
other  parts  of  the  body,  as  testis,  foot,  calf,  etc.,  and  having  no  refer- 
ence directly  to  the  kidney.  Another  point  is  the  frequency  of  noc 
tumal  exacerbations  of  the  pain.  These  are  apt  to  be  very  severe. 
With  regard  to  tenderness,  he  refers  to  Mr.  Jordan  Lloyd's  paper,  in 
which  much  stress  is  laid  on  percussion  over  the  kidney,  in  the  loin 
just  below  the  last  ribs,  in  a  direction  upward,  forward,  and  slightly  in- 
ward. This  is  best  practiced  with  the  patient  standing  upright.  The 
blow  should  be  sharp  and  decisive.  This  gives  rise  to  a  characteris- 
tic stabbing  pain. 
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3.  Points  in  the  previous  history.  Long  standing  lithiasis  and  ox- 
aluria  is  usually  accompanied  with  changes  in  the  minute  anatomy  of 
the  kidney,  and  it  is  obvious  that  with  this  condition  there  is  probably 
a  bilateral  stone.  The  passage  of  numerous  small  calculi  does  not 
point  to  the  necessity  of  operation,  while  well  marked  renal  symptoms 
without  the  passage  of  any  calculi,  point  to  the  probability  of  a  single 
small  calculus.  Renal  colic  may  be  caused  by  a  stone  distending  the 
pelvis  of  the  kidney  and  not  passing  into  the  ureter. 

4.  Frequency  of  micturition.  The  point  raised  in  connection  with 
this  symptom  is  whether  the  presence  of  a  renal  calculus  without  blad- 
der irritability  does  not  point  to  the  location  of  the  stone  in  one  of  the 
■calyces  rather  than  in  the  pelvis  of  the  kidney.  Bladder  irritability 
may  also  be  an  aid  in  making  the  differential  diagnosis  between  calcu- 
lous and  tubercular  kidney,  as  with  the  former  condition  the  symptoms 
usually  subside  with  rest  in  bed. 

5.  Absence  of  any  condition  in  the  rest  of  the  genito-urinary  tract 
which  will  explain  the  symptoms. 

6.  Failure  of  previous  treatment  to  give  relief. 

The  chief  conditions  simulating  renal  calculus  are  next  considered. 

1.  Lithiasis  can  be  easily  distinguished  by  the  results  of  treatment. 

2.  Tubercular  kidney.  The  chief  aids  in  diagnosis  of  this  condi- 
tion are  given  as: 

{a)  Pyuria  usually  presents  early  with  albumen,  and  without  much 
hsematuria. 

[b)  Careful  examination  of  urine  shows  caseous  matter  and  debris  of 
connective  tissue  and  the  bacillus  tuberculosis. 

{c)  Pyrexia  is  present  from  the  first. 

id)  Early  exploration  of  the  kidney  to  clear  up  the  case  and  to  per- 
form nephrectomy,  if  the  kidney  be  found  tubercular.  J.  calls  atten- 
tion to  the  fact  that  in  the  earlier  stages  usually.only  one  kidney  is  in- 
volved. 

3.  Slight  pyelitis,  not  tubercular;  4,  Movable  kidney;  5,  Aching 
kidney,  especially  common  in  women;  6,  Nephralgias  due  to  disease  in 
partG  adjacent  to  the  kidney,  as  duodenal  ulcer,  intestinal  irritation, 
etc.;  7,  Gall  stones  retained  in   the  gall-bladder;  8,  Spinal  disease;  9, 
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Interstitial  shrinking  nephritis;  lo,  Growth  of  the  kidney  in  its  early 
stage,  and  ii,  Malignant  disease  involving  the  last  dorsal  nerve,  are 
given  as  other  conditions  often  difficult  to  diagnose  from  renal  calculus. 
The  following  are  given  as  the  chief  practical  points  in  the  perform 
ance  of  nephrolithotomy;  i.  To  count  the  ribs.  2.  To  make  a  suffi- 
ciently free  incision.  3.  To  pack  away  the  colon  with  sponges.  4.  To 
draw  the  kidney  up  into  or  out  of  the  wound  if  palpation  and  explora- 
tion have  failed  to  find  the  stone.  5.  In  puncturing  the  kidney,  to  try, 
as  far  as  possible,  to  open  the  calyces  systematically.  6.  If  palpation 
and  acupuncture  fail  to  find  the  stone  the  kidney  should  be  opened 
and  sounded.  For  this  Jacobson  recommends  the  incision  of  Mr. 
Jordan  Lloyd.  7.  Haemorrhage  is  certainly  arrested  by  firm,  careful 
plugging  with  gauze.  8.  Sources  of  difficulty  in  removing  the  stone; 
a  mobile  kidney;  a  stone  situated  on  the  anterior  surface  and  near  the 
entrance  of  the  vessels;  a  small  stone  in  a  sacculated  kidney.  9.  In 
case  of  multiple  calculus  in  a  suppurating  damaged  kidney,  nephrec 
tomy  should  not  be  done  until  after  the  kidney  has  been  thoroughly 
drained.  10.  If  the  kidney  has  been  much  disturbed  it  should  be 
stitched  in  situ. — Brit.  Med.  Jour.,  Jan.  18,  1890. 

H.  B.  Delatour,  (    rooklyn.) 

VI,  A  Case  of  Pyonephrosis;  Nephrectomy;  Cure.  By 
Dr.  Jansen  (Norway).  The  patient,  get.  44  years,  a  woman  and  a 
morphine  habitue.  She  has  had  a  tumor  tor  13  years,  but  it  has  caused 
her  pain  only  within  the  last  two  years.  The  pain,  which  was  of  a 
radiating  character,  extended  over  the  whole  abdomen  and  upward 
toward  the  shoulder,  as  well  as  down  the  thigh  of  the  corresponding 
side.  Lately  the  tumor  has  increased  in  size,  this  being  accompanied 
by  pressure  in  the  region  of  the  bladder  and  difficulty  in  urination. 
Blood  was  found  in  the  urine  at  intervals.  The  solid  tumor  filled  the 
entire  left  side,  extended  to  the  median  line  and  somewhat  below  the 
umbilicus.  It  presented  an  uneven  feel  to  the  touch.  A  slight  dislo- 
cation upward  was  possible,  but  caused  pain.  The  left  ureter  could 
be  felt  to  be  of  normal  size  from  the  region  (^f  the  left  sacro-iliac 
synchondrosis  up  to  the  pelvis  of  the  kidney.     The  right  kidney  could 
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be  distinctly  palpated;  it  was  smooth  to  the  touch  and  not  sensitive  to 
pressure.  The  urine,  on  microscopic  examination  was  found  to  con- 
tain albumen,  hyaline  and  granular  casts,  pus  corpuscles,  pavement- 
epithelium  and  jagged  cells.  The  quantity  of  urine  oscillated  between 
500  and  1500  ccms.  withm  24  hours.  Extirpation  of  the  kidney  was 
performed  on  March  16,  1889,  an  incision  15  cms.  long  and  parallel 
to  the  curve  of  the  ribs  being  made.  In  the  removal,  the  tissue  of  the 
kidney  was  accidentally  incised  and  500  ccms.  of  thick  pus  evacuated. 
Two  silk  ligatures  were  applied  to  the  pedicle,  the  ureter  being  ligated 
separately.  The  enucleation  of  the  22  cms.  long  sac  was  accomplished 
without  haemorrhage.  The  further  course  of  the  operation  as  well  as 
of  the  recovery  was  uneventful.  The  urine,  for  a  short  time  after  the 
operation,  contained  traces  of  albumen.  The  careful  pathologico- 
anatomical  examination  of  the  removed  tissue  led  to  the  exclusion  of 
tuberculosis.  The  patient  was  dismissed  as  cured  on  June  17,  1889. 
— Norsk.  Magaz.for  Laegevidejisk.,   1890. 

VII.     Case  of  Renal  Cancer;  Removal  by  Nephrectomy. 

By  J.  SvENSSON  (Sweden).  The  patient,  female,  set.  41  years.  The 
tumor,  of  the  size  of  a  child's  head  and  movable,  was  situated  on  the 
right  side.  It  was  removed  by  an  abdominal  incision  along  the  outer 
border  of  the  rectus  muscle,  which  procedure  was  here  preferred  to 
that  which  the  writer  usually  employs  in  this  operation,  or  the  lumbar 
incision  which  is  used  when  the  diagnosis  is  not  entirely  certain.  The 
further  course  after  the  operation  was  favorable  and  the  patient  left 
the  hospital  cured.  She  returned,  however,  for  oedema  of  the  face  and 
lower  extremities  with  general  weakness,  but  these  symptoms  disap- 
peared after  a  itvf  days'  treatment.  The  further  course  of  the  case  is 
unknown.  The  extirpated  kidney  was  twelve  centimetres  long,  seven 
in  breadth  and  five  in  thickness  Five-sixths  of  the  tumor  consisted 
of  an  adeno  carcinoma  of  the  upper  portion  of  the  kidney.  The  tissue 
of  the  kidney  was  normal  and  amounted  to  two-thirds  of  a  normal 
kidney.  The  tissue  of  the  tumor  was  separated  from  that  of  the  kid- 
ney by  membrane,  and  the  whole  mass  invested  by  the  renal  capsule. 
— Svensk.  Lakaresallsk.  ForhandL,  p.  51. — Nordiskt  Medicinskt 
Ark. v.,  bd.  21,  hft.  i. 
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VIII.  Removal  of  a  Vesical  Tumor  Through  the  Nor- 
mal Urethra,  After  Preceding  Location  by  Means  of  Cys- 
toscopy. By  Dr.  Antal  (Germany).  Antal  removed  three  times 
tumors  from  the  bladder  per  vias  naturales,  after  preceding  location 
by  the  aid  of  cystoscopy.  The  second  and  third  case  concerned  the 
same  patient  (female).  Antal  succeeded  twice  in  grasping  and  twist- 
ing off  a  tumor  with  the  straight  urethral  forceps  without  preceding 
dilatation  of  the  urethra.  The  tumors  which  he  removed  were  papil- 
lomata.  The  repetition  of  the  operation  was  not  necessitated  by  re- 
currence but  on  account  of  development  of  an  analogous  growth  at 
some  other  place  in  the  same  bladder. — Fortschritte  der  Med ,  bd.  8, 
No.  ID,  1890. 

IX.  On  Lithotripsy  and  Cystotomy.  By  Dr.  Ed.  Salvia 
(Italy).  The  author  reports  on  two  cases  of  patients  suffering  from 
similar  diseases,  but  in  which  he  had  to  adopt  two  different  modes  of 
operative  treatment.  Both  patients  suffered  from  vesical  calculus  and 
also  in  consequence  of  a  coxitis  sinist.,  which  had  occurred  in  the 
third  respectively  fourth  year  of  age  of  the  patients,  from  dislocation  of 
the  femur  upon  the  dorsum  ilii.  In  the  one  patient,  cet  23  years,  the 
internal  condyle  of  the  left  femur  rested  upon  the  middle  of  the  right 
thigh.  The  affected  side  could  not  be  moved  actively  at  all;  passive 
movement  permitted  the  thigh  to  be  lilted  15  cms.  A  common  metal- 
lic catheter  could  be  introduced  by  tour-de-maitre,  while  an  assistant 
raised  the  left  thigh.  The  deeper  portion  of  the  urethra  and  the  blad- 
der were  dislocated  to  the  right.  The  stone  was  removed  by  means  of 
lithotripsy.  The  further  course  of  this  case  was  normal  and  recovery 
prompt. 

The  second  case  was  that  of  a  patient,  aet.  45  years,  whose  dislocated 
femur  rested  upon  the  inner  third  of  the  right  thigh.  His  pelvis  was 
slightly  inclined  toward  the  left,  but  rotated  in  a  high  degree  anteriorly 
and  very  asymmetric.  In  spite  of  repeated  and  different  attempts  to 
introduce  an  ordinary  sound,  Salvia  did  not  succeed  Finally  Gross's 
spiral  metallic  catheter  could  be  introduced.  This  difficulty  in  intro- 
ducing instruments  was  due  to  the   considerable    displactment    of  the 
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bladder.  Salvia  failing  to  introduce  an  instrument  for  lithotripsy,  con- 
cluded to  perform  lithotomy.  On  account  of  the  position  of  the  left 
thigh,  obesity  of  the  abdominal  walls  and  insufficient  expansibility  of 
the  bladder  suprapubic  operation  had  to  be  excluded.  Lateral  incision 
had  also  to  be  avoided  on  account  of  the  abnormal  size  and  position 
of  the  ascending  ramus  ischii  and  the  descending  ramus  of  the  pubic 
bone.  The  median  incision  was  therefore  adopted.  A  long  piece  of 
Nekton's  catheter  was  adjusted  to  the  end  of  a  lithotomy  sound  and, 
after  several  trials,  introduced  into  the  bladder;  the  operation  upon 
the  sound  being  thus  rendered  possible. 

Recovery  also  took  place  in  this  case  without  complications — La 
Riforma  Medica,  1890. 

X.  The  Surgical  Treatment  of  Ectopia  of  the  Testicle. 
By  Dr.  Tuffier  (Paris).  The  writer  comes  to  the  conclusion  that  an 
intervention  is  justifiable  in  inguinal  ectopia  of  the  testicle  in  all  cases 
where,  after  the  fifteenth  year,  there  is  no  tendency  to  spontaneous  re- 
covery.    This  intervention  varies: 

1.  If  the  adhesions  are  apparently  slight,  massage  causing  descent 
of  the  testicle,  fixation,  by  means  of  one  or  two  stitches  of 
silk,  will  suffice;  the  suture  may  be  passed  through  the  lower  part  of 
the  testicle  without  any  danger  to  the  gland.  Then  a  bandage  may  be 
applied  to  keep  the  testicle  in  position. 

2.  If  this  method  fails,  then  recourse  must  1)6  had  to  the  bloody 
procedure:  an  incision  is  made,  exposing  the  serous  sheath  and  its 
contents,  then  resection  of  the  vagino-peritoneal  canal  if  it  exists,  or  of 
its  traces  if  it  be  obliterated;  the  testicle  is  then  brought  down  into  the 
scrotum  and  fixed  to  the  septum.  Fixation  of  the  spermatic  cord  at 
the  pillars  of  the  inguinal  canal  he  regards  as  a  very  important  and 
useful  step. 

3.  If  the  ectopia  be  accompanied  by  a  hernia  of  the  same  side 
then  the  radical  operation  should  be  performed,  the  testicle  brought 
down  and  fixed;  in  case  of  strangulated  hernia  in  a  young  man  this 
procedure  was  carried  out. 

Early  age  is  a  contraindication  to  operation. —  Gaz.  des  Hop.,  March 

28;  1S90. 

Albert  Pick  (Boston). 
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TUMORS,  ABSCESSES. 

1.  Two  Cases  of  Actinomycosis  in  Man;  Operation.  By 
Dr.  Ranneft  (Holland),  i.  A  man,  aet.  20  years,  who  otherwise 
felt  quite  well,  noticed  since  a  few  weeks,  a  swelling  of  his  neck,  which, 
however,  did  not  trouble  him  very  much.  A  short  time  before  this 
occurred  he  had  suffered  from  tooth-ache,  which  was  caused  by  a  cari- 
ous molar  of  the  left  lower  jaw.  Slight  dysphagia  set  in  during  the  last 
days;  otherwise  the  appearance  of  the  patient  was  good.  A  hard  tumor 
without  distinct  outlines,  of  the  size  of  a  walnut,  somewhat  sensitive 
to  pressure,  not  fluctuating  and  on  a  level  with  the  larynx,  was  to  be 
detected  on  the  left  side  of  the  neck.  On  account  of  enlargement  of 
the  tumor  and  increase  of  the  dysphagia  within  the  next  few  months, 
deep  exploratory  puncture  was  performed  and  an  amount  of  pus  evac- 
uated. On  incision  pus  was  also  found  in  the  deeper  structures.  The 
operation  was  followed  by  drainage  and  appropriate  dressing.  Closure 
of  the  wound  took  place  after  one  week.  About  four  weeks  later  a 
new  tumor  of  the  size  of  a  hazelnut  appeared  at  the  same  place  which 
was  caused  to  disappear  by  the  same  treatment,  after  ten  days.  After 
about  five  months  another  swelling  had  formed  at  the  same  spot,  on 
incision  of  which  a  whey-Hke  fluid  was  evacuated,  which  contained 
numerous  yellow  granules;  the  latter  having  at  most  the  size  of  a  pin- 
head.  The  examination  of  these  granules  showed  the  case  to  be  one 
of  actinomycosis.  Under  anaesthesia  the  incision  was  enlarged,  the 
cavity  curetted  and  iodoform  dressing  applied.  A  perfect  cure  re- 
sulted, which  even  now  (several  months  after  the  operation)  continues. 
The  point  of  entrance  of  the  fungus  was  very  probably  also  in  this 
case  the  carious  teeth. 

2.  Dr.  Blok:  This  case,  female  peasant,  aet.  54  years,  who  had 
very  much  to  do  with  cows.  She  noticed  since  three  weeks  a  sweUing 
on  the  neck.  The  tumor  was  oval,  of  the  size  of  a  hen's  egg,  extended 
over  the  anterior  aspect  of  the  neck,  from  the  right  above  downward 
to  the  left  and  covering  in  its  median  part  the  thyroid  cartilage  and  the 
upper  rings  of  the  trachea.  The  tumor  was  adherent  to  the  skin, 
which  was  cyanotic,  very  much  infiltrated,  but  not  glossy.     At  its  peri- 
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phery  the  tumor  was  hard  and  there  was  fluctuation  in  the  middle.  The 
woman  had  frequently  suffered  from  caries  dentium,  and  had  also  now 
four  carious  teeth  in  her  lower  jaw  and  several  stumps  coated  with 
tartar.  The  other  organs  showed  nothing  abnormal  and  there  was  no 
fever.  A  small  enlarged  lymphatic  gland  was  noticed  in  the  region  of 
the  right  lower  jaw.  After  incision  of  the  fluctuating  part  of  the  tumor 
the  evacuated  pus  was  examined  and  actinomycosis  filaments  and 
gonidiae  were  found.  The  proposed  curetting  of  the  diseased  portion 
was  not  permitted  by  the  patient;  therefore,  after  evacuation  of  the  pus 
and  disinfection  of  the  wound,  an  antiseptic  dressing  was  only  applied. 
The  wound  healed  in  eight  days  and  no  relapse  has  occurred  after 
eight  weeks.  The  swollen  gland  on  the  right  side  was  still  present,  and 
its  persistence  was  probably  favored  by  the  bad  condition  of  the  pa- 
tient's teeth. — Nidrl.  Tijd.  v.  Getzesk.,  1889,  ii.  No.  20. 

A.  Pick  (Boston.) 

II.     Case  of  Subcutaneous  Intra-Muscular  Echinococci. 

By  Dr.  Alexandra  G.  Arkhangelskaia  (Golitzino,  Russia).  The 
author  details  the  following  rare  case  from  her  recent  practice.  A 
robust  peasant  woman,  set.  49  years,  whom  she  had  formerly  treated 
for  tertiary  syphilis,  applied  on  account  of  a  "lump"  on  her  back,  of 
two  week's  standing.  The  tumor  was  painless,  soft,  covered  with 
normal,  freely  movable  skin  and  firmly  adherent  about  the  lower  angle 
of  the  lelt  shoulder-blade,  being  apparently  embedded  into  the  attach- 
ment of  the  infraspinate  muscle.  A  syphilitic  gumma  was  diagnosed, 
and  iodide  of  potassium  ordered.  In  spite  of  the  treatment,  however, 
the  tumor  continued  to  grow.  In  a  month  it  attained  the  size  of  a 
hen's  egg,  when  it  became  evident  that  the  growth  consisted  of  indi- 
vidual small-sized  soft  and  elastic  nodules  or  lobes.  On  examination 
five  months  later  (eight  months  after  the  first  symptoms),  the  tumor 
was  found  to  measure  29  centimetres  in  length  and  19  in  breadth,  hav- 
ing extended  both  upward  along  the  scapula,  and  downward  to  the 
axillary  line.  An  exploratory  puncture  gave  negative  results,  but  was 
followed  by  the  appearance  of  local  redness,  and  pain  on  any  move- 
ments of  the  limb.     About  a  fortnight  after  the  tapping,  the  tumor 
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burst  and  a  large  amount  of  serous  fluid  with  numerous  hydatids  es- 
caped, the  bladders  varying  in  size  from  a  pea  to  a  hen's  egg.  A 
number  of  collapsed  cysts  was  subsequently  removed  by  the  author. 
In  view  of  the  appearance  of  a  high  fever  and  suppuration,  the  wound 
was  enlarged  4  centimetres.  A  capacious  purulent  cavity  became  ex- 
posed, which  contained  numerous  small  pieces  of  dead  bone,  the  outer 
and  lower  edge  of  the  scapula,  as  well  as  a  portion  of  the  8th  rib, 
being  found  destroyed.  After  the  removal  of  the  fragments  and  a 
thorough  disinfection  of  the  cavity,  fever  at  once  subsided,  pain  disap- 
peared, and  a  speedy  healing  ensued.  When  examined  a  month  after- 
ward, the  woman  was  perfectly  well,  all  movements  of  her  left  upper 
limb  quite  free.  There  remained  only  some  decrease  in  the  size  of  the 
left  scapula,  and  a  small  scar  adherent  to  the  8th  rib. — Meditzinskoie 
Obozrenie,  No.  12,  1890,  p.  11 20. 

Valerius  Idelson  (Berne). 

III.  Trephining  of  the  Ilium  for  Iliac  Abscess.  By  A.  F. 
McGiLL,  F.R.C.S.  (Leeds).  A  girl,  set.  18  years,  whose  right  hip-joint 
had  been  excised  five  years  previously,  complained  of  pain  extending 
downward  from  the  hip  to  the  knee,  which  was  not  aggravated  by 
moving  the  thigh.  No  fulness  was  found  in  the  iliac  fossa  until  three 
weeks  later  when  an  abscess  there  was  successfully  aspirated.  The 
temperature  still  remaining  hectic  in  character,  the  abscess  was  opened 
a  week  later  above  and  behind  the  anterior  superior  spine  of  the  ilium. 
On  passing  the  finger  into  the  abscess  cavity,  a  piece  of  the  iliac  fossa 
the  size  of  a  sixpence  was  found  to  be  denuded  of  periosteum.  Over 
this  point  an  incision  was  then  made  down  to  the  bone,  which  was 
then  opened  by  a  trephine  into  the  abscess.  The  suppurating  cavity 
was  thoroughly  scraped  and  freely  irrigated  and  drained.  The  result 
was  perfectly  satisfactory,  rapid  recovery  ensuing. 

The  author  remarks  that  this  treatment  may  be  of  advantage  when  a 
collection  of  pus  exists  under  the  iliac  fossa  and  when  this  collection 
is  circumscribed  and  limited  to  the  fossa.  Pus  in  this  position,  when 
left  untreated,  will  probably  pass  under  Poupart's  ligament  and  point 
in  the  upper  part  of  the  thigh,  simulating  psoas  abscess.     If  they  are 
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then  opened  or  burst  a  long  sinus  will  be  left  which  will  take  a  consid- 
able  time  to  heal. — Lancet^  April  5,  1890. 

James  E.  Pilcher  (U.  S.  Army). 

IV_  The  Treatment  of  Fistula  in  Ano  and  Periprocteal 
Abscesses.  By  Dr.  Paul  Sendler  (Magdeburg).  The  author  has 
successfully  practiced  the  following  operation  in  eleven  cases:  The 
patient  having  been  properly  prepared  by  having  his  rectum  emptied, 
is  deeply  anaesthetized,  the  parts  shaven  and  a  grooved  director  is  then 
introduced  in  the  fistula  and  the  tissue  divided.  The  haemorrhage  be- 
ing arrested,  the  fistulous  tract  is  eradicated  with  scissors,  forceps,  or 
knife.  Diverticula  and  abscess  cavities  are  laid  open  and  the  granula- 
tions scraped  out.  Then  the  wound  is  brought  together  by  sutures. 
When  there  are  large  abscess  cavities  the  etage  suture  is  necessary — 
in  smaller  abscesses  deep  sutures  only  are  used  and  they  should  be 
passed  through  the  base  of  the  wound. 

The  margins  of  the  fistulae  are  brought  together  in  a  similar  manner, 
care  being  taken  to  suture  the  sphincter  muscle.  Finally  the  mucous 
membrane  is  sewn  up. 

In  severe  cases  where  a  great  part  of  the  rectum  is  involved  this 
operation  can  not  always  be  performed,  but  the  abscess  cavity  should 
be  scraped  and  drained. 

The  dressing  is  simply  iodoform  sprinkled  over  the  wound,  and  a 
pad  of  gauze  held  in  position  by  a  T  bandage. 

The  patient  is  kept  in  bed  for  five  or  six  days  and  opium  adminis- 
tered to  prevent  the  bowels  from  moving,  at  the  end  of  this  time  the 
bowels  are  moved  either  by  castor  oil  or  by  an  enema. 

If  primary  union  has  occurred  the  patient  may  be  discharged  in  five 
or  six  days.  In  the  severest  cases  the  cure  is  usually  completed  in 
four  or  five  weeks  though  the  patient  is  always  able  to  leave  his  bed  in 
fourteen  days. 

In  no  case  of  the  author's  was  the  operation  followed  by  inconti- 
nence of  faeces. — Deut.  Med.  Woch.,  No.  14,  1890. 

F.  C.  Hus'^ON  (New  York). 
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BONES,  JOINTS,  ORTHOP/EDIC. 

I.  Operations  Upon  Paralytic  Joints.  By  Dr.  Karenski. 
The  author,  referring  to  the  operation  of  Albert  (arthrodesis)  in  which 
the  object  is  sought  to  produce  anchylosis  of  the  knee-joint  in  order 
that  the  lower  extremity  may  become  a  support  for  the  body,  instead 
of  a  hindrance  to  locomotion,  incases  of  "dangle  leg"  from  paralysis, 
states  that  the  opinion  is  generally  endorsed  that  if  the  function  of  the 
muscular  apparatus  attached  to  the  joint  is  not  restored  in  from  6  to  9 
months  the  condition  may  be  considered  a  permanent  one.  In  view 
of  this,  interference,  with  a  view  ot  fixing  the  joint,  and  thereby  restor- 
ing, in  some  degree,  its  usefulness,  by  means  of  Albert's  operation,  is 
to  be  considered  a  justifiable  one. 

While  in  the  case  of  the  lower  extremity  the  limb  can  be  restored  to 
a  condition  of  comparative  usefulness  by  means  of  apparatus  for  facil- 
itating locomotion,  and,  therefore,  the  operation  may  not  be  deemed 
one  of  absolute  necessity,  in  the  upper  the  case  is  quite  different.  Here 
the  muscles  of  the  shoulder  proper  being  paralyzed,  the  entire  upper 
extremity  becomes  completely  useless,  albeit  the  muscles  which  move 
the  forearm  still  possess  their  function.  By  the  aid  of  the  pectoralis 
major  and  latissimus  dorsi  muscles,  certain  movements  of  the  arm  can 
be  performed,  but  only  in  a  slinging  or  jerky  manner,  but  by  fixing  the 
humerus  to  the  shoulder  blade  by  an  arthrodesis  at  the  shoulder-joint, 
proper  adduction  and  abduction  movements  of  the  arm  may  be  ob- 
tained, and  by  means  of  the  scapula  the  arm  may  be  held  in  position. 

In  the  case  of  the  elbow  joint  this  operation  is  only  to  be  recom- 
mended when  there  exists  absolutely  no  power  of  flexing  the  forearm 
upon  the  arm. 

The  operation  heretofore  has  been  most  frequently  performed  upon 
the  knee  and  ankle  joint. — Deutsch.  Med.   WocJienschrift,  1890,  No.  4. 

F.  C.  HussON  (New  Yoik). 
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A  Treatise  on  Orthopedic  Surgery.  By  Edward  H.  Bradford, 
M.D,,  and  Robert  W.  Lovett,  M  D.,  Surgeons  to  the  Children's 
Hospital,  etc.,  Boston.  Illustrated  with  789  engravings.  New 
York:  William  Wood  &  Co.,  1890.  J.  H.  Chambers  &  Co.,  St. 
Louis 

This  volume  of  790  octavo  pages  is  the  most  complete  work  on  the 
subject  of  which  we  have  any  knowledge.  As  compared  with  this, 
former  works  seem  as  narratives  of  personal  experience.  The  au- 
thors of  this  volume  have  wisely  included  all  such  subjects  as  are 
likely  to  come  to  the  attention  of  those  who  interest  themselves  in 
this  branch  of  surgery,  without  adhering  too  closely  to  the  definition 
of  the  term,  Orthopedic  Surgery.  They  have  given  ample  space  to  all 
recent  work  in  pathology,  a  full  exposition  of  all  theories  as  to  etiolo- 
gy, and  a  description  of  all  forms  of  treatment  that  are  worthy  of  con- 
sideration. As  a  scientific  study  of  the  subject  the  work  deserves  the 
highest  praise,  but  as  a  bit  of  bookmaking,  both  on  the  part  of  the 
authors  and  the  publishers,  it  is  not  what  the  reader  has  a  right  to  ex- 
pect. Writers  of  a  "treatise"  should  not  too  frequently  repeat  them- 
selves, nor  so  arrange  their  subject  matter  that  it  becomes  necessary; 
nor  should  they  be  inaccurate  in  expression,  or  in  error  as  to  facts. 
And  publishers  of  a  six-dollar  volume  have  no  excuse  for  errors  in 
proof-reading,  or  for  illustrations  that  do  not  illustrate.  Some  of  these 
faults  we  shall  point  out: 

On  page  8,  should  we  not  read  liability  for  "inability"? 

On  page  321,  are  not  the  explanatory  notes  of  Fig.  309  and  Fig. 
310  transposed? 

In  the  text,  illustiations  are  frequently  referred  to  but  not  designated 
by  number,  and  the  cuts,  in  some  instances,  being  placed  on  another 
page  would  be  hkely  to  result  in  confusion  to  one  not  familliar  with  the 
subject. 

On  page  376,  we  read:  "The  thigh  ring  is  placed  at  an  angle  of  55° 
to  the  uprights,  which  angle  is  reduced  by  padding  of  the  ring  to  45°." 

(397) 
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Thomas  says:  "The  ovoid  ring  should  join  the  inner  stem,  forming  an 
angle  of  55°,  which  when  correctly  padded,  becomes  reduced  to  45°." 
However  ingenious  as  a  mechanic  and  skillful  as  a  surgeon,  'I'homas 
does  not  always  distinguish  between  angles,  their  complements,  and 
their  supplements;  for  as  a  matter  of  fact  the  ring  of  the  Thomas  knee- 
splint  joins  the  inner  stem  at  an  angle  of  135°  (supplement  45°), 
which  when  properly  padded  becomes  125°  (supplement  55°). 

Again,  we  read:  "The  idea  of  using  traction  is  not  in  accordance 
with  the  views  of  the  inventor  of  the  splint,"  whereas  in  the  same  par- 
agraph from  which  the  quotation  on  angles  is  taken  (pp.  98,  99,  second 
edition  of  Thomas  on  the  Hip,  Knee,  and  Ankle,  1876),  Mr.  Thomas 
speaks  of  cutting  off  "the  staple,"  to  which  he  attaches  his  traction 
straps  while  the  patient  remains  in  bed,  and  of  welding  on  the  patten 
for  locomotion. 

The  first  chapter  treats  of  Pott's  disease.  The  disease  represents 
the  result  of  a  destructive  ostitis  affecting  the  spongy  tissue  of  one  or 
more  of  the  vertebral  bodies,  This  ostitis  is  tuberculous  in  type  and 
follows  the  same  course  as  tuberculous  ostitis  occurring  at  the  epiphy- 
ses of  the  long  bones,  as  in  hip  disease,  tumor  albus,  etc.  The  treat- 
ment is  by  recumbency  during  exacerbations,  traction  in  certain  cases 
and  under  certain  conditions,  and  fixation  by  means  of  some  fixative 
apparatus,  some  form  of  the  Taylor  posterior  steel  splint  being  pre- 
ferred. Taking  the  above  into  consideration  we  do  not  find  any  good 
reason  for  inserting  the  chapter  on  Pott's  Disease  before  the  chapters  on 
Pathology,  Etiology,  Course,  and  Termination  of  Chronic  Joint  Dis- 
ease, and  separating  it  from  Hip  Disease  when  the  pathology,  etiology, 
course  and  treatment  are  admitted  to  be  identical. 

Chapter  H.  treats  of  Lateral  Curvature  of  the  Spine.  We  can  not 
but  think  that  the  publishers  would  find  it  an  excellent  business  vent- 
ure to  print  these  eighty  pages  as  a  monograph.  Too  much  can  not 
be  said  in  praise  of  this  chapter. 

Chapter  VI.  takes  up  the  subject  of  Hip  Disease.  The  indications 
in  the  treatment  of  this  disease  are  to  furnish  severally,  fixation,  trac- 
tion (extension),  and  protection;  to  benefit  the  patient's  general  con 
dition,  to  prevent  and  correct  deformity,  to  allow  locomotion  as  far  as 
is  compatible  with  the  surgical  indications,  and  to  meet  such  compli- 
cations (peri-articular  inflammation,  abscess,  and  sequestra)  as  may 
arise.  For  fixation  the  authors  advise  plaster-of-Paris  or  leather  or 
metal  splints;  the  Thomas  splint;  and  some  modification  of  the  wire 
cuirass.  For  traction  they  advise  some  form  of  the  "long  traction 
splint"  which  is  known  under  the  name  of  the  Taylor,  or  Sayre  splint. 
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For  protection,  some   form   of  tlie  same  splint,  or  Judson's  ischiatic 
crutch. 

The  treatment  of  tumor  albus  of  the  knee  is  conducted  on  the  same 
principles.  Three  modifications  of  the  Thomas  splint  are  shown,  all 
designed  to  accomplish  that  which  can  be  more  perfectly  accomplished 
by  the  splint  as  used  by  Mr.  Thomas.  The  designers  of  these  modi- 
fications (Figs.  339,  340,  341),  have  yet  to  learn  the  alphabet  of  Mr. 
Thomas'  mechanics. 

Every  student  of  medicine  recognizes  the  anatomical  similarity  be- 
tween the  hip  and  shoulder  joints,  and  can  readily  understand  that,  if 
traction  is  beneficial  in  the  treatment  of  chronic  joint  disease  because 
of  the  distraction  which  it  gives,  it  must  be  found  more  effective  when 
employed  in  disease  at  the  shoulder  than  in  disease  at  the  hip,  inas- 
much as  the  shoulder  is  more  easily  distracted  than  the  hip;  to  such  an 
one  it  will  not  be  evident  why  traction  is  advised  in  the  treatment  of 
hip  disease,  and  emphasized  by  42  wood-cuts  illustrative  of  apparatus 
designed  to  give  traction,  while  in  shoulder  joint  disease  traction  is 
not  advocated,  and  no  single  cut  illustrative  of  apparatus  of  any  kind 
is  given  for  guidance  in  this  disease  which,  next  to  scoUosis,  is  the 
most  difficult  of  all  mechanical  orthopedic  problems. 

The  treatment  of  disease  at  the  knee  is  illustrated  by  13  cuts;  the 
treatment  of  disease  at  the  elbow  by  none.  And  it  is  difficult  to  un- 
derstand why  plaster-of- Paris  is  condemned  at  the  knee,  and  advocated 
as  the  only  means  of  treatment  at  the  elbow. 

The  chapter  on  Club-Foot,  which  is  limited  to  that  variety  known  as 
equino  varus,  merits  all  the  commendation  given  to  Lateral  Curvature. 
To  review  it  without  doing  the  authors  a  manifest  injustice  would  re- 
quire more  space  than  it  is  possible  for  us  to  give.  Much  praise  is 
also  deserved  for  the  chapter  on  Infantile  Spinal  Paralysis,  and  Cere- 
bral Paralysis  of  Children;  and  a  decided  advance  has  been  made  in 
advocating  the  cutting  of  the  resisting  tendons  in  the  latter  condition. 
Of  the  chapters  on  Rickets,  Bowlegs,  and  Knock  Knee  only  good 
words  can  be  said. 

In  looking  back  over  the  book  as  a  whole  we  can  only  venture  two 
words  of  criticism:  First,  inasmuch  as  the  details  of  the  operative  pro- 
cedures herein  advocated  can  be  found  in  any  standard  work  on  gen 
eral  surgery,  would  it  not  have  been  better  to  have  given  more  minute 
details  as  to  the  measuring  for,  ordering,  fitting,  and  adjusting,  and  if 
necessary  manufacture  of  the  various  apparatuses  recommended? 
Descriptions  like  the  following  are  not  clear  to  the  average  mind: 
"'The  traction  sphnt  consists  of  a  rod,  hollow  at  the  lower  part,  with 
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teeth  cut  on  the  edge  into  which  the  rod  plays,  by  means  of  a  key. 
This  rod  can  be  moved  up  and  down,  and  it  is  caught  and  held  in 
place  by  means  of  a  spring,  and  sliding  catch."  Second,  the  illustra- 
tions appear  to  be  of  three  classes,  namely,  of  those  that  well  illustrate 
the  text  of  the  authors,  of  these  there  are  not  enough;  of  those  made 
to  illustrate  the  work  of  some  other  surgeon,  of  these  there  are  too 
many  and  they  no  more  deserve  publication  than  the  work  they  were 
intended  to  illustrate;  and  lastly,  of  illustrations  stamped  with  the  name 
of  the  surgical-instrument  maker,  and  sometimes  devised  and  used 
solely  by  that  selfsame  individual  whose  knowledge  of  the  mdications 
for  the  treatment  of  diseased  conditions  is  no  greater  than  his  knowl- 
edge of  anatomy.  This  appearance  of  a  surgical-instrument  maker's 
catalogue  can  not  but  be  an  unwise  economy  on  the  part  of  the  pub- 
hshers,  as  it  is  a  matter  of  chagrin  to  the  authors. 

To  the  reader  of  this  review,  we  would  offer  one  word  of  advice: 
Go  and  buy  the  book.  It  is  deserving  of  the  most  careful  and  pains- 
taking study.  John  Ridlon. 

Chirurgisch-anatomisches.  Vade  mecum.  Studirende  und  Aerzte. 
von.  W.  RosER.  Achte  sorgfaltig  umgearbeitete  Auflage,  besorgt 
von  Dr.  Karl  Roser.  Leipzig:  Veit  &  Co.,  i8go.  New  York: 
G.  E.  Stechert. 

Guide  to  Surgical  Anatomy. 

But  a  short  time  ago  we  had  occasion  to  notice  the  seventh  edition 
of  this  popular  little  work.  Since  then  its  author  has  passed  away, 
and  the  present,  eighth,  edition  is  written  by  his  son,  who,  for  many 
years,  assisted  his  father.  The  same  method  of  teaching  surgical 
anatomy,  that  of  fenestrated  incisions  and  dissections  is,  of  course, 
adhered  to,  and  much  of  the  text,  at  least  one-fourth,  has  been  re- 
written. Much  of  the  terminology  has  been  altered,  so  as  to  corre- 
spond with  that  of  Henle;  and  a  few  new  wood-cuts  have  been  in- 
serted. Some  remarks  applying  to  rarer  forms  of  surgical  dislocations, 
etc.,  have  been  omitted,  as  unnecessary;  but,  in  the  opinion  of  the 
present  writer,  to  the  detriment  of  the  work.     W.  W.  Van  Arsdale, 


THE  QUESTION  OF  THE  PROPRIETY  OF  RESORT- 
ING TO  ARTHROTOMY  FOR  SUTURING 
RECENT    SIMPLE    FRACTURES 
OF    THE    PATELLA. 

By  LEWIS  S.  PILCHER,  M.D., 

OF  BROOKLYN, 

SURGEON  TO  THE    METHODIST  EPISCOPAL  HOSPITAL. 

IN  THE  course  of  a  discussion  at  the  Brooklyn  Surgical 
Society  in  1888,  I  expressed  the  following  views:  "that 
a  surgeon  who  had  become  a  master  of  the  practice  of  anti- 
sepsis, as  well  as  its  principles,  and  who  is  able  to  control  with 
certainty  the  conditions  which  surround  his  patient,  would  be 
justified  in  opening  the  knee  joint  in  a  recent  case  of  fracture 
of  the  patella,  for  suturing  the  fragments  together,  but  that  I 
doubted  whether,  excepting  under  such  circumstances  it  would 
be  justifiable." 

I  find,  however,  that  in  the  most  recent  manual  of  surgery, 
which  is  just  from  the  press,  Roberts'  Manual  of  Modern  Surg- 
ery, the  author  declares,  without  qualification:  "The 
tieatment  of  fractured  patella  by  wiring  the  fragments,  and 
the  management  of  cases  with  long  fibrous  union  by  resection 
and  wiring  are  not  justifiable.  The  disability  resulting  from 
imperfect  connection  of  the  fragments  is  not  great  enough  to 
warrant  the  additional  though  slight  risk  to  life  assumed." 
Wyeth  also,  in  his  Text-book  on  Surgery,  1887,  says,  "the  most 
unjustifiable  method  of  treatment  ever  introduced  in  this  fract- 
ure is  that  of  opening  into  the  joint  and  wiring  the  fragments 
together.  Unjustifiable  because,  first  of  all,  it  is  dangerous; 
secondly,  because  it  is  unnecessary."  And  W.  T.  Bull,  in 
reporting  the  "Results  of  the  Non-Operative  Treatment  of  Frac- 
ture of  the  Patella,"  as  obtained  by  him  in  twenty-two  cases, 
takes  occasion  to  condemn  without  exception  wiring  in  recent 


402  Lt  WIS  S.  PILCHEK. 

fractures,  and  challenges  those  surgeons  who  resort  to  the  im- 
mediate suture  to  explain  by  what  process  of  reasoning  they 
can  call  it  a  justifiable  procedure. 

These  all  are  authorities  for  whom  I  have  the  highest  re- 
spect. The  unqualified  rejection  which  they  unite  in  giving  to 
the  procedure  in  question  has  caused  me  to  again  carefully 
consider  whether  my  own  rather  conservative  position  taken 
three  years  ago  was  not  alter  all  too  radical. 

One  thing,  however,  I  note  in  examining  the  grounds 
upon  which  this  operation  is  condemned  by  the  gentlemen 
named,  viz.,  this,  that  their  own  experience  with  it  has  been 
either  very  limited,  or  very  unfortunate,  or  both.  Dr.  Wyeth 
states  that  in  1881  he  wired  a  fractured  patella  on  the  twentieth 
day  after  the  accident,  in  the  case  of  a  woman,  set.  20  years; 
but  that  notwithstanding  the  strictest  antiseptic  precautions, 
including  free  drainage,  destructive  inflammation  of  the  joint 
ensued  with  abscesses  in  the  thigh,  and  the  patient  barely 
escaped  with  her  life  after  amputation  in  the  lower  third  of  the 
thigh.  He  does  not  seem  to  have  ventured  upon  the 
operation  since  that  experience.  Dr.  Roberts  has  not  recorded 
any  case  of  the  operation. 

Dr.  Bull  reports  but  one  case  of  arthrotomy,  in  cases  of 
simple  fracture  of  the  patella,  that  one  being  for  the  repair  of 
an  old  ununited  fracture;  in  this  case  the  operation  was  fol- 
lowed by  suppurative  arthritis  and  thigh  abscesses  and  ulti- 
mate death. 

The  well  known  statistics  of  Brunner  and  of  Dennis,  how- 
ever may  be  supposed  to  present  material  enough  for  forming 
a  judgment,  without  the  incurring  of  fresh  and  repeated 
hazards  by  new  operators.  Brunner,  it  will  be  remembered, 
in  1885  {Dentsche  Zeitsch.  f.  Chirg.  Bd.  23,  s.  23;  Annals  of 
Surgery,  1886,  vol.  iii.,  p.  439)  collected  from  all  sources  the 
particulars  of  45  cases  of  recent  fracture  in  which  open  arthro- 
tomy with  suture  of  the  patella  was  done,  and  in  8  of  these 
dangerous  suppurative  inflammation  of  the  knee-joint  followed, 
two  terminating  fatally,  and  two  others  saved  by  amputation. 
In  45  cases  of  old  ununited  fracture  operated  upon,  reported 
by  the  same  author,  purulent  inflammation  ensued  in  1 1,  nece.s- 
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sitating  amputation  in  one  case,  and  resulting  in  death  from 
pyaemia  in  three  instances. 

Dennis  reported  in  the  same  year,  1886,  from  a  search 
through  the  literature  of  the  subject,  details  of  186  cases  of 
arthrotomy  and  suture  of  the  patella  in  both  recent  and  old 
cases,  34  of  which  were  complicated  by  suppuration,  4  required 
amputation,  and  1 1  terminated  in  death.  Nevertheless  this 
same  surgeon,  Dennis,  was  able  to  report  in  April,  1880, 
[N.  Y.  Med.  Jour.,  1890,  June  14,  p.  666,)  that  he  himself  had 
up  to  that  date  personally  wired  over  30  patellae,  and  that  in 
no  case  had  life  been  jeopardised  by  the  operation. 

Lest  this  more  favorable  experience  of  Dennis  should  be 
supposed  to  be  due  to  the  specially  favorable  character  of  the 
cases  or  of  the  conditions  in  which  these  operations  were  done 
the  equally  favorable  results  obtained  by  other  surgeons  of 
New  York  during  the  same  period  is  to  be  considered.  Thus 
Dr.  Stephen  Smith  reports  15  cases,  Dr.  Fluhrer  16  cases, 
and  Dr.  Chas.  Phelps  44  cases,  all  without  serious  suppuration 
and  without  a  death.  Indeed  most  notable  contributions  to 
the  subject  have  been  made  during  the  past  year  by  Drs. 
Fluhrer  and  Phelps,  especially  by  the  latter  in  a  paper  read 
before  the  Bellevue  Hospital  Alumni  Association,  April  8, 
1890.  (TV.  Y.  Med.  Jour.  May  31  and  June  7,  1800).  Lucas- 
Championniere  {Jour,  de  Med.  et  de  Chirg.  prat.  Mars,  1890) 
has  also  reported  during  this  year  a  series  of  14  cases,  all  like- 
wise pursuing  a  favorable  course  without  suppuration  and  se- 
curing firm  bony  union  in  the  fractured  patella 

The  rational  basis  for  immediate  arthrotomy  in  recent  fract- 
ures of  the  patella  was  established  by  Macewen  in  his  observa- 
tion first  published  in  the  Lancet  in  1883,  and  further  elabor- 
ated and  reinforced  in  a  contribution  to  the  Annals  of  Surgery 
in  1887  (Vol.  v.,  p.  177),  in  which  he  demonstrated  that  a  fre- 
quent hindrance  to  bony  union  in  fractures  of  the  patella  ex- 
isted in  the  infolding  and  entanglement  between  the  fragments 
of  portions  of  the  praepatellar  aponeurotic  structures.  Mr. 
Macewen  reported  at  that  time  8  cases  in  which  he  had 
opened  the  knee-joint  after  fracture  of  the  patella,  in  all  of 
which  he  had  found  the  conditions  first  mentioned,  and  in  all 
of  which,  after  clearing  away  the  interposed  structures  and  sut- 
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uring  the  fragments  together,  speedy,  uncomplicated  and  firm 
union  had  taken  place. 

In  connection  with  the  present  discussion,  being  desirous  to 
know  whether  additional  experience  had  in  any  way  modified 
the  views  or  practice  of  this  surgeon,  I  addressed  him  a  letter 
of  inquiry  on  the  subject,  to  which  he  replied  as  follows,  under 
date  of  Sept.  i,   1890: 

"I  have  had  13  opportunities  of  operating  for  transverse 
fracture  of  the  patella.  In  each  I  have  exposed  the  parts  as 
soon  after  the  reception  of  the  injury  as  was  permitted.  In 
each  there  were  intervening  structures  between  the  fragments 
which  would  have  prevented  osseous  union,  and  in  each,  after 
these  were  raised  and  the  bones  brought  together,  firm,  and, 
we  believe,  osseous  union  was  obtained.  Wounds  healed 
aseptically  and  the  patient  was  allowed  up  in  six  weeks,  with 
slight  splint.  The  movements  afterwards  in  eleven  were  ex- 
cellent, the  limb  being  firm;  several  patients  whose  occupations 
were  hazardous  trusted  their  lives  daily  to  the  steadiness  of 
their  lower  limbs.  In  a  case  of  strong  rheumatic  habit,  there 
was  limited  movement  to  about  arc  of  30°  though  wound 
healed  aseptically,  and  in  the  thirteenth  case  there  was  a 
slight  degree  of  stiffness.  Both  of  these  had  sound  limbs 
and  could  go  up  and  down  stairs  easily.  Under  these  circum- 
stances I  adhere  to  opinion  formed  in  1887." 

Now  up  to  the  present  date  the  experience  of  the  six  gen- 
tlemen just  cited  aggregates  132  cases,  with  uniformly  favor- 
able course  of  healing  and  with  functional  results  unequalled 
by  any  other  similar  series  of  cases.  Not  all,  but  a  very  large 
proportion,  of  these  were  cases  of  recent  fracture,  having  been 
operated  on  at  periods  varying  from  a  few  hours  to  14  days 
after  the  injury. 

It  is  of  interest  to  know  the  final  judgment  as  to  the  justifi- 
ability of  this  operation  of  these  surgeons  who  have  had  the 
most  experience.  Macewen's  has  just  been  given.  Stephen 
Smith  says  he  has  great  confidence  in  the  ability  of  the 
surgeon  to  operate  without  any  serious  results  to  the  patient, 
but  in  view  of  the  good  results  obtained  by  the  ordinary 
method  of  treatment,  he  would  be  inclined  to  limit  the  opera- 
tion to  cases  of  refracture.     (xV.  Y.  Med.  /our.,  June  14,    1890, 
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p.  667).  Dennis  is  of  opinion  that  the  operation  has  the  two 
advantages  of  (i)  simph'city  and  (2)  rapidity  of  cure,  and  that 
it  does  not  require  any  special  skill  in  its  technique  beyond 
that  involved  in  the  application  of  the  general  principles  of  an- 
tiseptic surgery.  He  considers  that  the  knee-joint  presents  a 
very  good  field  for  antiseptic  surgery.  Championniere  (loc. 
citat)  says  that  this  operation  appears  to  him  to  constitute  an 
ideal  one.  The  remote  results  and  the  immediate  effects  find 
in  it  equally  and  at  once  their  remedy.  It  is  the  most  perfect 
type  of  treatment.  It  should  be  applied  in  every  case  except 
those  in  which  some  grave  cachectic  state,  as  diabetes  or  al- 
buminuria, contraindicates  any  operation.  Fluhrer  believes 
it  to  be  the  duty  of  the  surgeon,  in  case  of  recent  simple  trans- 
verse fracture  of  the  patella  (adequate  skill  being  granted,  and, 
subject  to  certain  qualifications)  to  open  the  joint  and  suture 
the  broken  fragments,  unless  he  can  insure  his  patient  a  good 
result  by  the  non-operative  method,  with  freedom  from  crip- 
pling of  the  limb  and  the  other  disabilities  potentially  belong- 
ing to  an  imperfectly  reconstructed  knee-joint.  Phelps  says: 
"If  the  knee  joint  can  not  be  opened  with  safety,  then  aseptic 
surgery  is  a  delusion  and  a  failure.  If  we  have  faith  in  its 
theory  and  practice,  it  is  cowardly  to  deprive  our  patients  of 
all  the  advantages  which  may  follow  its  acceptance.  The 
demonstrated  results  of  this  operation  are  so  far  superior  to 
those  of  other  methods  of  treatment  that  its  adoption  becomes 
a  matter  of  obligation,  at  least  in  these  cases  of  recent  frac- 
ture in  which  no  contraindication  is  apparent." 

It  is  apparent,  as  we  view  this  whole  question  dispassionately, 
that  the  justifiability  of  arthrotomy  and  suture  of  the  patella 
after  fracture  depends  entirely  upon  the  reliability  and 
adequateness  of  the  resources  which  surgeons  possess  to  pre- 
vent septic  infection  of  the  wounds  made.  Now  this  cannot 
be  a  matter  of  theory,  it  is  a  matter  of  experience  and  prac- 
tice; 44,  30,  16,  15,  14,  13  consecutive  cases,  in  the  hands  of 
different  surgeons,  in  which  the  knee-joint  is  widely  opened 
and  the  constituents  of  the  joint  are  freely  handled  for  con- 
siderable periods  of  time,  and  all  with  immunity  from  septic 
infection,  is  sufficient  demonstration  that  reliable  and  adequate 
precautions  against  harmful  sepsis  are  possible  to  be  obtained 
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by  sufficient  care  and  knowledge.  And,  per  contra,  the  disas- 
trous suppurations,  entailing  many  times  amputation  or  death, 
that  have  been  reported  from  other  observers,  show  the  results 
that  may  follow  imperfect  antiseptic  details,  and  warn  against 
the  indiscriminate  practice  of  the  operation. 

There  are  two  questions  which  must  especially  engage  the 
attention  of  the  surgeon  when  confronted  by  a  fracture  of  the 
patella,  viz.:  (i)  what  amount  of  disability  is  probable  if  non- 
operative  methods  are  employed,  and  (2)  what  risk  is  entailed 
if  arthrotomy  and  suture  is  done?  Both  questions  will  be 
answered  differently  by  different  surgeons,  and  each  answer 
may  be  equally  conscientious  and  worthy  to  be  respected. 
Thus  we  have,  introduced  into  this  question,  and  necessarily 
playing  an  important  part  in  its  settlement,  the  personal 
equation  of  the  surgeon  himself.  I  think  that  I  have  seen  on 
the  part  of  those  who  condemn  arthrotomy  and  suturing  a 
tendency  to  minify  the  disabilities  resulting  from  fractures  of 
the  patella  as  ordinarily  treated,  and  to  be  content  with  an 
imperfection  of  function  that  in  reality  is  far  from  being  an 
ideal  result  of  treatment.  Nor  have  I  any  unfavorable  criticism 
to  make  of  this  tendency,  for  a  somewhat  rose-colored  view  of 
the  result  of  his  treatment  may  rightly  be  entertained  by  a 
surgeon  when  he  is  persuaded  that  it  is  the  best  result  that  he 
could  obtain  in  the  case.  The  fact  that  a  patient  is  satisfied 
with  the  result  is  not  in  itself  any  evidence  of  its  perfectness, 
for  it  is  natural  for  a  person  who  has  met  with  this  accident  to 
fear  great  disability  as  its  consequence;  the  prudent  surgeon  is 
not  likely  to  promise  too  much  as  he  undertakes  the  treatment, 
and  so  the  final  result,  being  better  than  the  fears  of  the  pa- 
tient and  the  promises  of  the  surgeon,  is  cheerfully  accepted 
by  the  patient,  who  congratulates  himself  that  he  is  as  well  off 
as  he  is.  Good  results  from  non-operative  treatment  demand 
prolonged  treatment;  Bull,  whose  results  were  exceptionally 
good,  keeps  on  his  splint  for  from  three  to  four  months,  and 
does  not  expect  to  obtain  his  greatest  functional  recovery 
under  one  year.  Wyeth  advises  a  long  splint  for  six  months, 
and  would  apply  a  flexion-check  apparatus  thereafter  to  be 
worn  for  twelve  months  more.  But  however  tedious  and  pro- 
longed  the  treatment,  however  satisfactory    or    disappointing 
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the  result,  one  great  advantage  attends  it  throughout,  viz.: 
this,  that  the  hfe  of  the  patient  has  not  been  put  to  hazard  in 
its  course. 

After  all  that  has  been  said  about  the  results  possible  from 
non-operative  treatment  it  is  not  probable  that  any  future 
writer  will  be  able  to  express  any  more  judicjous  and  truthful 
opinion  in  this  matter  than  was  given  by  Frank  Hamilton,  at 
the  close  of  his  career,  when  he  says:  "The  fact  seems  to  be 
that  more  or  less  loss  of  freedom  in  the  motions  of  the  joint, 
and  of  strength  and  stability  in  the  limb,  remains  in  the  major- 
ity of  cases  for  a  long  period  of  time,  and  often  during  life; 
but  that  in  a  few  exceptional  cases,  where  the  separation  does 
not  exceed  one  inch,  the  functions  of  the  limb  are  completely 
restored  within  one  or  two  years." — {Treat,  on  Fract.  and  Dis., 
1880,  p.  513.) 

As  long  as  surgeons  labored  under  the  idea  that  failure  of 
bony  union  after  fracture  of  the  patella  was  due  to  the  inade- 
quacy of  their  apparatus  for  keeping  the  fragments  in  coapta- 
tion, it  was  natural  that  surgical  ingenuity  should  be  taxed  to 
its  utmost  to  overcome  the  fancied  forces  that  tended  to  draw 
the  fragments  away  from  each  other.  The  first  arthrotomies 
in  cases  of  fractured  patella  were  doubtless  done  by  surgeons 
with  the  primary  object  of  securing  this  coaptation  by  the 
more  reliable  means  of  the  wire  thread.  Then  first  was 
demonstrated  that  the  real  cause  of  non-union  was  the  almost 
constant  interposition  of  fibrous  tissue  between  the  fragments. 
The  original  observations  of  Macewen  have  been  corroborated 
by  many  other  surgeons  who  have  opened  the  knee-joint  in 
recent  fractures  of  the  patella.  Phelps,  whose  experience  is 
the  greatest,  states  that  in  every  primary  fracture  he  found  the 
longitudinal  aponeurotic  fibers  which  cover  the  bone  interposed 
to  a  greater  or  less  extent  between  the  fragments.  Fluhrer 
makes  practically  the  same  statement,  and  Championiere,  after 
describing  the  state  of  the  interior  of  the  knee-joint,  as  dis- 
closed in  his  operations,  says,  "one  understands  that  in  remov- 
ing all  these  clots,  cleansing  the  synovial  cavity,  and  freeing 
the  fragments  of  the  foreign  matters  which  encrust  them,  the 
articulation  is  in  a  fashion  reconstructed.  One  then  realizes 
well  why  the  hopes  of  those    surgeons  are    vain  who    attempt 
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only  to  effect  coaptation  of  the  fragments.  They  can  do  noth- 
ing to  remedy  the  state  of  the  articulation  itself;  this  coapta- 
tion even  is  not  possible  in  the  immense  majority  of  cases." 

Thus  within  the  past  few  years  an  entirely  new  light  has 
been  shed  on  the  pathology  of  fractures  of  the  patella,  and  a 
new  indication  for  treatment  has  come  to  dominate  the  scene. 
I  will  venture  here  to  record  my  conviction  that  sufficient 
evidence  has  now  accumulated  to  establish  beyond  question, 
as  an  almost  constant  occurrence,  a  sufficient  interposition  of 
fibrous  tissue  between  the  fragments  of  the  patella  to  prevent 
bony  union.  With  this  demonstrated  as  a  fact,  a  new  question 
will  hereafter  have  to  be  answered  by  surgeons  when  confronted 
by  a  broken  patella,  which  will  be  something  like  this,  Am  I 
doing  my  whole  duty  by  this  patient  if  I  make  no  attempt  to 
remove  this  obstacle  to  union  which  I  am  morally  certain  is  in- 
terposed between  these  fragments,  and  abandon  him  to  at  least 
a  short  ligamentous  union,  to  probable  considerable  permanent 
disability  and  to  possible  grievous  lameness  for  the  remainder 
of  his  life? 

As  long  as  the  disabilities  recognized  as  following  non-op- 
erative treatment  of  this  injury  were  accepted  as  unavoidably 
inherent  in  the  nature  of  the  injury  itself,  the  surgeon  might 
properly  content  himself  with  traditional  methods  of  treatment, 
but  with  the  demonstration  of  a  definite  and  positive  cause  for 
these  disabilities,  susceptible  of  removal,  a  powerful  incentive 
is  supplied  to  adopt  those  measures  which  will  remove  this 
cause  unless  it  shall  appear  that  these  measures  are  likel/  to 
introduce  serious  dangers  of  their  own. 

The  whole  question  hinges  therefore  on  the  risks  inherent 
in  arthrotomy  and  suture.  What  are  they?  The  operation 
itself  is  simple  in  its  nature  and  easy  of  execution;  the  dangers 
from  shock  and  haemorrhage  are  too  insignificant  to  be  taken 
into  account.  Septic  infection,  with  its  train  of  evils,  is  the 
one  danger  to  be  considered.  Are  the  dangers  from  sepsis 
unavoidable,  or  avoidable?  All  surgeons  are  now  agreed  that 
they  are  avoidable  by  the  adoption  of  certain  precautions 
which  have  become  well  known  and  established  as  tenets  of 
surgery.  For  the  certain  practice  of  these  precautions  careful 
training,  much  practice,    and   unremitting  watchfulness  is  re- 
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quired.  Certain  accessories  in  the  way  of  material  and  sur- 
roundings are  likewise  requisite. 

None  will  gainsay  that  theoretically  arthrotomy  and  suture 
can  be  done  by  surgeons  so  equipped  by  training,  by  practice, 
and  with  the  needful  accessories,  without  risk  of  serious  detri- 
ment to  the  patient.  As  has  been  shown  in  the  earlier  part  of 
my  remarks,  this  has  really  been  done  in  hundreds  of  cases.  A 
logical  conclusion  trom  all  that  has  been  said  is  that  it  would 
be  desirable  that  all  patella-fractures  should  come  under  the 
care  of  surgeons  so  equipped. 

Practically,  however,  the  uncertainties  of  antiseptic  work  as 
usually  done  are  known  to  be  so  great  as  to  abundantly  justify 
the  apprehensions  entertained  by  most  surgeons  as  to  the  dan- 
gers attending  the  procedure  in  question  and  to  prompt  them 
both  to  refuse  to  employ  it  themselves,  and  to  discourage 
its  employment  by  surgeons  in  general. 

This,  however,  in  view^  of  the  unquestioned  results  of  careful 
work  on  the  part  of  a  few,  must  be  regarded  after  all  as  in  some 
sort  a  shrinking  from  responsibilities  which  might  fairly  be 
undertaken  by  a  thoroughly  equipped  surgeon. 

If,  as  seems  to  have  been  demonstrated  beyond  a  peradven- 
ture,  arthrotomy  and  suture  in  the  treatment  of  recent  fracture 
of  the  patella  is  the  most  perfect  method  of  treating  that  injury 
that  our  present  knowledge  of  its  pathology  and  of  the  possi- 
bilities of  modern  surgery  presents  to  us,  then  it  ought  to  be 
recognized  as  sach,  and  the  essentials  for  its  successful  prac- 
tice should  be  clearly  established  and  taught.  Certainly  there 
is  no  operative  procedure  which  puts  to  a  more  severe  test  the 
perfectness  of  a  surgeon's  precautions  against  sepsis.  There 
are  doubtless  as  yet  comparatively  few  by  whom  it  ought  to 
be  done,  but  the  number  of  those  who  can  and  will  do  it  in  the 
future  will  certainly  greatly  increase.  I  think  therefore  that 
the  authors  of  recent  surgical  manuals,  whom  I  have  quoted, 
are  open  to  criticism  in  having  denounced  this  operation  in 
such  unqualified  terms.  For  themselves  they  have  a  right  to 
reject  it;  for  others  the)-  have  a  right  to  advise  against  it,  but 
to  declare  it  baldh'  unjustifiable,  is  itself,  in  the  light  of  our 
present  knowledge  and  experience,  hardh'  consistent  with  the 
progressive  spirit  which  usually  hiarks  their  teachings. 
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It  is  not  the  object  of  the  present  communication  to  discuss 
the  technique  of  the  operation;  this  has  been  recently  very 
fully  elaborated  by  other  writers,  especially  by  Phelps;  nor  to 
speak  of  the  contraindications  which  special  cases  or  condi- 
tions may  present.  The  general  state  of  the  patient,  pre-exist- 
ing constitutional  conditions,  the  existence  of  other  injuries, 
the  character  of  the  local  injury  in  cases  of  direct  violence  to 
the  knee-joint,  all  these  must  be  taken  into  consideration  by 
the  surgeon  in  forming  an  opinion  as  to  what  is  proper  to  be 
done  in  an  individual  case.  Nothing  in  what  has  been  said  is 
to  be  taken  as  suggesting  in  the  least  that  all  these  considera- 
tions, which  a  surgeon  weighs  well  in  all  his  other  work,  are 
not  to  be  equally  weighed  in  connection  with  fractures  of  the 
patella. 

During  the  last  two  and  a  half  years  I  have  myself  treated 
all  the  cases  of  fracture.of  patella,  six  in  number,  that  have 
come  under  my  care,  by  arthrotomy  and  suture,  with  one  ex- 
ception. 

All  these  cases  have  been  treated  in  the  Methodist  Hospi- 
tal. The  case  in  which  arthrotomy  was  not  resorted  to  was 
that  of  a  man,  aet.  55  years,  a  tailor  by  occupation,  who  was 
sent  to  the  hospital  by  his  physician,  Dr.  Wm.  Anderson,  for 
the  special  object  of  having  arthrotomy  done.  Upon  examina- 
tion, however,  the  tendency  to  separation  was  found  not  to  be 
great;  there  was  but  little  effusion  into  the  joint;  the  damage 
to  the  capsule  of  the  joint  was  evidently  slight,  so  that  there 
was  reason  to  expect  the  best  possible  result  from  non-opera- 
tive treatment.  In  addition  his  sedentary  employment  and 
his  age  made  it  a  matter  of  less  importance  that  absolute 
restoration  of  the  full  function  of  the  joint  should  be  secured. 
For  these  reasons  in  this  case  I  contented  myself  with  encirc- 
ling the  patella  by  a  silk  thread  passed  subcutaneously  so  that 
when  the  two  ends  were  drawn  upon  and  tied  the  fragments 
were  held  closely  and  securely  together.  'The  knee  was  then 
supported  by  a  posterior  plaster  splint  for  eight  weeks,  at  the 
end  of  which  time  all  support  was  discarded.  Firm  union  of 
the  fragments  resulted.  A  slight  line  of  depression  at  the  site 
of  the  fracture  was  perceptible  when  he  was  discharged,  which 
was  the  only  indication  of  the  fibrous  nature  of  the   union.     I 
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learn  that  the  subsequent  separation,  after  eighteen  months,  is 
very  slight,  not  more  than  a  quarter  of  an  inch,  while  the  func- 
tion is  good. 

The  cases  of  arthrotomy  and  suture  are  as  follows,  in  the 
order  of  their  occurrence: 

Case  I. — Male,  set.  48  years.  A  house  painter.  Fell  frotn  a  ladder 
and  sustained  a  comminuied  fracture  of  the  right  patella  by  direct 
violence  presumably.  Arthrotomy  on  the  third  day  after  the  injury 
revealed  a  transverse  fracture  of  the  patella  near  its  middle,  lower 
fragment  again  broken  into  three  pieces,  shreds  ot  fibrous  tissue  cov- 
ering fractured  surface  of  upper  fragment.  The  joint  was  cleansed  by 
irrigations  with  boro  salicylic  solution,  and  the  fragments  after  being 
properly  cleared,  were  sutured  together  with  silkworm-gut.  Drainage 
from  the  joint  cavity  by  rubber  tubes  for  one  week.  Incision  closed 
with  catgut.  Posterior  plaster  splint  for  five  weeks.  The  case  pursued 
an  afebrile  course,  the  operation  wound  healed  by  primary  union.  The 
patient  was  discharged  at  the  end  of  six  weeks  with  close  and  firm 
union  in  the  patella.  The  movements  of  the  knee  were  still  somewhat 
restricted,  but  were  steadily  improving.  I  have  not  seen  the  patient 
since. 

Case  II. — Female,  set.  20  years.  A  domestic.  Patella  fractured 
seven  weeks  before  admission  to  hospital.  No  special  treatment  at 
the  time.  When  admitted  the  fragments  of  the  patella,  which  had 
been  fractured  transversely  near  its  middle,  were  separated  two  and  a 
half  inches  with  no  band  of  union.  Marked  disabihty.  Arthrotomy. 
-Broken  surfaces  of  fragments  covered  by  dense  fibrous  and  cicatricial 
layer.  These  surfaces  were  refreshed;  owing  to  contracture  of  quadri- 
ceps muscle  it  was  impossible  to  bring  the  upper  fragment  down  for 
coaptation  to  its  fellow  until  after  multiple  partial  transverse  incisions 
of  the  rectus  muscle  had  been  made.  The  fragments  were  then  su- 
tured together  with  silkworm-gut.  Rubber  drain  from  joint  for  one 
week.  Subsequent  afebrile  course  of  healing.  Primary  union  in 
wounds.  Firm  and  apparently  bony  union  of  fragments.  Discharged 
at  end  of  eight  weeks,  when  motion  at  knee-joint  was  still  quite  re- 
stricted. When  seen  some  months  later,  much  improvement  in  range 
of  motion  had  been  obtained,  and  the  union  of  the  fragments 
remained  secure. 

Case  III. — Female,  set.  24  years.  A  domestic.  Transverse  frac- 
ture from  indirect  violence.  Fragments  widely  separated  with  free 
tearing  of  the  capsule.     Arthrotomy  on  the  third  day.     Fractured  sur- 
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ace  of  upper  fragment  found  to  be  covered  in  by  a  fibrous  fold  de- 
rived from  the  prepatellar  aponeurosis;  the  joint  filled  with  blood  clot. 
Fractured  surfaces  cleaned;  all  shreddy  torn  material  trimmed  away; 
toilette  of  the  joint  made,  and  the  fragments  sutured  together  with  sil- 
ver wire.  No  drainage.  Etage  suture  to  capsule  and  operative  wound. 
Posterior  plaster  splint  Subsequent  afebrile  course  of  healing.  Pri 
mary  union  in  wounds.  Splint  worn  for  five  weeks.  At  end  of  six 
weeks  began  to  walk  about.  Motions  of  joint  considerably  restricted 
when  splint  was  first  removed,  but  progressive  im,  rovement  was  mani- 
fested up  to  the  time  of  her  discharge  from  the  hospital  at  the  end  of 
nine  weeks.  Firm  and  apparently  osseous  union  in  the  patella  was 
present. 

C.A.SE  IV. — ^Male.  aet.  40  years.  An  expressman.  Transverse  fracture  of 
the  patella  from  indirect  violence;  with  separation  of  f  inch.  Arthrotomy 
on  the  4th  day.  Joint  cavity  filled  with  blood  clot;  shreds  of  fibrous 
tissue  partially  covered  fractured  surfaces;  everything  cleared  away, 
with  toilette  of  the  joint;  fragments  sutured  together  with  silver  wire; 
a  single  rubber  drain  for  five  days.  Posterior  plaster  splint.  Afebrile 
course  of  healing.  Primary  union  in  wounds.  At  end  of  three  weeks 
splint  was  removed,  and  firm  apparently  bony  union  of  the  fragments 
was  present.  Before  the  end  of  the  fourth  week  patient  was  walking 
about  the  ward  and  during  the  fifth  week  went  home  able  to  freely 
flex  and  extend  his  leg. 

Case  V,  —  The  fifth  case  is  a  continuation  of  the  history  of  Case  IV. 
After  returning  home  he  engaged  in  Hght  work  without  inconvenience, 
until  one  night  while  walking  across  a  room  hurriedly  in  the  dark  he 
struck  the  same  knee  violently  against  a  chair,  and  again  fractured  his 
patella.  For  two  weeks  he  delayed  submitting  to  any  treatment,  hav- 
ing but  little  pain  in  the  knee,  and  being  annoyed  chiefly  by  the  loss 
of  power  to  extend  the  limb.  He  finally  again  applied  at  the  hospital 
for  relief,  the  fragments  having  became  separated  to  the  extent  of  i;^ 
inches.  Arthrotomy  was  again  done  on  the  i8th  day  after  the  injury. 
The  line  of  fracture  through  a  little  more  than  half  its  course  was  at  the 
site  of  the  primary  fractures;it  then  deflected  from  it  obliquely  downward 
through  the  rest  of  its  course.  The  fractured  surfaces  throughout  pre- 
sented the  same  appearance  of  recently  broken  bone  after  they  were 
cleaned  of  the  crust  of  mingled  blood  clot,  plastic  exudate  and  fibrous 
fringes  with  which  they  were  covered.  The  tact  of  complete  bony  re- 
pair of  the  fracture  was  absolutely  demonstrated.  The  original  wire 
sutures  were  found  attached  to  one  of  the  fragments,  one  suture  hav- 
ing been  broken  and  the  other  having  torn  out,  its  loop  being  still  in- 
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tact.  The  fragments  were  easily  brought  together,  and  after  the 
toilette  of  the  joint,  were  secured  again  by  sutures  of  silver  wire.  A 
single  rubber  drain  upon  the  joint  for  five  days.  Posterior  plaster 
splint.  Subsequent  afebrile  course  of  healing.  Primary  union  ot  op- 
erative wounds.  At  end  of  five  weeks  the  patella  is  firmly  united  and 
the  patient  is  allowed  to  walk  with  a  cane,  and  is  advised  to  use  a 
flexion-check  posterior  splint  for  perhaps  three  months. 


IN  WHAT  CLASS    OF    WOUNDS    SHALL    WE    USE 

DRAINAGE?' 

By  henry  O.  MARCY,  M.D., 

OF    BOSTON. 

IT  has  been  stated  upon  high  authority  that  the  drainage  of 
wounds  marked  an  era  of  advance  in  the  methods  of 
wound*treatment  equal  to  that  of  the  introduction  of  antisep- 
tics. The  differences  of  opinion  which  still  pertain  are  so 
marked  that  the  question  of  drainage  in  operative  wounds  is 
one  of  primal  importance,  and  I  have  presumed  to  call  atten- 
tion to  it,  in  the  hope  that  our  surgical  science  is,  at  least,  so 
advanced  as  to  permit  the  formulation  of  certain  general  rules 
for  guidance.  It  may  be  accepted  that  the  object  of  drainage 
is  to  safely  remove  deleterious  substances  from  a  wound 
which,  if  allowed  to  remain,  will  in  a  greater  or  less  degree, 
retard  cure,  or  even  endanger  life. 

These  substances  consist,  on  the  one  hand,  of  blood,  serum 
and  devitalized  tissues,  and  on  the  other,  of  vital  organisms, 
known  earlier  as  ferments,  consisting  of  various  forms  of  bac- 
teria which  utilize  these  materials  as  food,  and  may  reproduce, 
with  a  rapidity  and  degree  almost  beyond  comprehension. 
These  low  orders  of  vegetable  organisms  not  only  thus  become 
dangerous  in  themselves,  but  they  generate  a  chemical  poison 
which  may  be  sufficient  in  amount  to  produce  death. 

To  what  degree  are  the  living  tissues  endowed  with  a  resis- 
tant power  for  self-protection  from  such  danger,  is  a  question 
to  be  answered  with  difficulty,  perhaps  never  subject  to  pre- 
cise solution.  It  is  settled  beyond  doubt  that  the  healthy  tis- 
sues have  a  resisting  power  to  prevent,  to  a  certain  extent,  the 

'Read  at  the  meeting  of  the  American  Association  of  Obstetricians  and  Gynae- 
cologists, Philadelphia,  Sept.   17,  1S90. 
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invasion  of  bacterial  infection,  and  that  this  is,  in  a  more  or 
less  direct  ratio  to  the  physical  vigor  of  the  individual,  age, 
condition,  etc.  It  will  also  not  be  questioned  that  an  occa- 
sional bacterium,  implanted  upon  healthy  tissues,  will  not  ger- 
minate, and  it  may  be  formulated  that  when  the  vital  resistant 
power  is  greater  than  that  of  the  foreign  element,  the  latter 
will  not  thrive  Such  illustrations  are  often  met  in  wounds 
subject  to  local  infection  only,  where  the  recovery  is  slow  and 
the  resulting  abscess  causes  the  expulsion  of  the  foreign  ma- 
terial, healthy  granulating  cells  at  length  filling  in  and  uniting 
the  tissues. 

It  is  also  clearly  established  that  this  same  vital  force  is 
quite  capable  of  dealing  with,  and  in  the  end,  utilizing  for  re- 
pair considerable  effusions  of  blood  and  serum,  as  well  as 
broken  down  tissues,  so  often  seen  in  subcutaneous  wounds, 
simple  fractures,  and  other  severe  injuries.  However,  change 
the  conditions  by  the  introduction  of  a  micrococcal  infection, 
as  in  a  compound  fracture,  and  it  is  quite  possible  that  this 
same  resistant  power  may  be  no  longer  able  to  save  the  gen- 
eral organism  from  destruction,  and  death  may  result  from  sep- 
tic poisoning. 

From  this  brief  review  of  well  known  fact.s,  it  is  obvious  that 
the  real  object  of  drainage  is  not  so  much  the  removal  of  the 
serum,  blood,  and  devitalized  tissue,  as  it  is  to  remove  any  pos- 
sible bacterial  infection  which  may  have  invaded  the  wound, 
for  it  is  quite  impossible  to  divide  and  rejoin  tissues  without 
the  effusion  of  blood  and  serum,  and  in  a  greater  or  less  de- 
gree devitalizing  the  adjacent  tissues.  Since  these  are  very 
important  factors,  it  is  of  the  first  consideration  on  the  part  of 
the  surgeon  that  he  minimize,  as  much  as  possible,  these  con- 
ditions for  the  reason  that  they  render  it  very  probable  that 
the  introduction  of  bacterial  seed  into  such  a  soil  will  be  fol- 
lowed by  direful  results. 

Is  the  present  state  of  operative  procedure  sufficiently  ac- 
curate to  warrant  the  assurance  that  such  complications  are 
not  to  supervene,  is  the  question  which  must  first  be  satisfac- 
torily answered,  before  we  are  in  a  position  to  determine  at 
all  positively,  when  we  are  to  use,  if  always,  or  not  at  ail,  the 
drainage  tube,  and  hope  thereby  to  remove    the    fermenting 


4 1  '^'  HENK  V  O.  MA  RCY. 

material  so  dangerous  if  allowed  to  remain.  It  is  certainly- 
clear  that  the  experience  of  the  last  twenty  years  has  been 
leading  to  the  solution  of  this  problem,  until  now  it  seems  de- 
monstrated beyond  a  doubt  that  an  aseptic  wound  may  be 
made  in  aseptic  tissues  and  maintained  aseptic,  until  restora- 
tion is  complete.  If  this  is  true,  the  modus  operandi  of  mod- 
ern wound  treatment  must  be  mastered  as  the  ritual  service  of 
a  higher  religion,  before  the  surgeon  is  competent  to  enter 
upon  his  duty  in  the  field  of  operative  surgery.  This  portion 
of  the  subject  would  lead  one  too  far  from  the  theme  of  pres- 
ent consideration,  but,  fortunately,  the  members  of  this  soci- 
ety need  little  instruction  in  this  direction. 

If  aseptic  conditions  are  maintained,  then  we  may  safely 
conclude  that  the  drainage  of  the  wound  will  not  be  necessary, 
and  if  unnecessary,  certainly  undesirable.  At  the  best,  the 
drainage  tube  is  a  foreign  body  and  its  presence  in  the  wound 
prevents  primary  union  of  that  portion  of  the  tissues  which  en- 
closes it.  It  keeps  the  wound,  to  a  certain  extent,  an  open 
one,  and,  as  such,  makes  secondary  mfection  so  probable  that 
the  most  careful  dressings  are  advised  to  absorb  and  disinfect 
secretions  and  prevent  atmospheric  contamination.  In  an  asep- 
tic wound,  after  the  removal  of  the  tube,  the  final  closure  of 
the  tract  is  comparatively  slow,  and  by  granulation.  These 
are  well  recognized  objections,  and  efforts  have  been  made  to 
overcome  them  by  many  ingenious  devices.  The  bone  drain- 
age tubes  are  of  service  to  this  end,  since  after  serving  the 
purpose  of  a  drain  for  a  time,  t-hey  soften  and,  as  broken-down 
material,  escape  into  the  dressings.  A  modification  of  these 
tubes  has  been  made  by  Dr.  Weeks,  of  Portland,  Me.,  possess- 
ing certain  advantages  over  bone,  in  the  use  of  the  arteries 
from  animals  which  have  been  aseptically  prepared.  They 
serve  an  excellent  purpose  when  such  drains  are  required. 

If  drainage  is  to  be  discontinued  in  aseptic  wounds,  it  must 
be  accepted  that  all  possible  care  is  to  be  exercised  in  having 
as  little  devitalized  tissjie  as  possible,  and  in  evenly  coapting  the 
divided  parts.  The  wound  should  be  clean  and  dry.  The  dif- 
ferent layers  of  the  tissues  should  be  joined  with  as  little  in- 
jury to.  them  as  possible,  and  the  external  wound  protected 
from  infection.     This  I  have  found  best  carried  into   effect  by 
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irrigation,  a  minimum  of  sponging,  and  joining  the  tissues  by 
light  running  buried  animal  sutures,  preferably  fine  tendon. 
The  skin  is  evenly  coapted  by  a  similar  suture  taken  from 
within  outward  through  the  deeper  layer  only.  Then  the 
wound  is  sealed  with  a  germ  proof  layer  of  iodoform  collodion, 
reinforced  by  a  few  fibres  of  cotton.  Such  wounds  go  on  rap- 
idly to  repair  without  oedema  of  the  tissues,  pain,  or  tender- 
ness. The  resulting  cicatrix  is  minimized,  of  much  import- 
ance in  facial  wounds,  and  often  is  scarcely,  after  some  weeks, 
to  be  recognized. 

Are  all  aseptic  wounds  to  be  thus  treated?  I  unhesitatingly 
say,  yes,  even  to  the  major  amputations,  and  in  a  large  pro- 
portion of  laparotomies.  Can  such  large  wounds  be  made  and 
maintained  aseptic?  Without  a  doubt,  as  experience  abund- 
antly proves;  however,  by  the  most  scrupulous  of  aseptic  meas- 
ures. When  in  doubt,  it  may  be  better  to  drain  large  wounds, 
but  I  cannot  mj'self  question  that  he  who  uses  the  drainage 
tube  in  aseptic  wounds,  unconsciously,  however  it  may  be, 
thereby,  in  a  measure  at  least,  confesses  his  lack  of  confidence 
in  his  belief  and  ability  to  maintain  an  aseptic  condition  of 
wounds. 

The  wound  which  is  cleansed  with  difficulty  from  blood,  or 
where  there  may  be  possibly  unsecured  bleeding  points,  may 
become  an  exception  to  the  above  rule,  even  if  aseptic,  but 
here  the  drainage-tube,  when  used,  is  for  quite  another  pur- 
pose; in  order  to  point  out  secondary  haemorrhage,  as  after  se- 
vere abdominal  operations  with  many  injured  vessels.  I  can- 
not myself,  however,  doubt  but  that  it  is  far  better  to  use  es- 
pecial precautions  to  control  haemorrhage  before  closure  of 
the  wound,  rather  than  rely  upon  such  an  imperfect  indicator 
of  subsequent  complication.  As  a  matter  of  fact,  I  find,  in 
my  last  forty  abdominal  sections,  I  have  not  once  used  drain- 
age, and  have  noted  no  reason  to  regret  not  domg  it. 

In  septic  wounds  we  have  entirely  other  conditions,  and  here 
we  shall  find  abundant  reason  for  the  use  of  drainage.  In  an 
abscess,  as  illustration,  the  proliferated  wall  of  protective  cells 
is  often  invaded  by  colonies  of  bacteria,  and  the  simple  wash- 
ing with  antiseptics  is  not  sufficient  to  destroy  fermentation. 
Here  it  is  of  much  importance  to  remove  as  rapidly   as  possi- 
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ble  the  albuminoid  secretions  and  broken  debris,  to  allow  the 
cavity  to  contract,  and  when  this  takes  place  the  surrounding 
tissues  rapidly  become  of  increased  vitality,  while  the  bacteria, 
robbed  of  nutrition,  soon  die  and  disappear. 

When  tissues,  otherwise  healthy,  have  become  contaminated 
by  infective  material,  as,  for  instance,  the  rupture  of  a  pus- 
tube  in  the  pelvic  cavity,  we  can  never  be  certain  that  our  an- 
tiseptic washes  have  disinfected  all  the  peritoneal  folds,  even 
if  applied  with  care,  and  here  drainage  should  be  used.  The 
irritation  which  follows  such  operations  will  cause  serous  ef- 
fusions and  this,  with  the  blood  and  dead  tissues,  always  in 
some  degree  present,  will  furnish  abundant  pabulum  for  bac- 
terial growth.  Here  it  is  important,  not  only  to  use  a  drain- 
age-tube, but  to  be  explicit  in  the  care  of  the  same,  for  at 
least  the  first  two  days  after  operation.  Properly  used,  it 
should  be  long  enough  to  reach  to  the  bottom  of  the  cavity 
of  the  pelvis,  to  the  posterior  cul-de-sac.  It  should  contain 
lateral  openings,  and  the  attendant  in  charge  should  for  the 
first  hours  empty  the  same  every  few  minutes  by  the  use  of 
absorbents,  cotton  on  wire  gently  used  answering  every 
purpose.  This  makes,  as  it  were,  a  continuous  flow  from 
the  surrounding  tissues  toward  the  bottom  of  the 
drain  and  removes  the  fluids  before  time  for  fermentation 
has  elapsed.  After  twenty-four  hours  the  quantity  will 
have  greatly  diminished  and  a  capillary  drain  of  gauze  will 
be  sufficient,  changed  occasionally.  It  is  better,  when  all  goes 
well,  to  remove  the  tube  altogether  by  the  third  day.  Occa- 
sionally small  portions  of  omentum  are  drawn  into  the  open- 
ings of  the  drainage-tube  by  suction,  and  thus  closure  takes 
place,  but  rotation  of  the  tube  is  quite  sufficient  to  disengage 
them.  When  tubes  are  used,  antiseptic  absorbent  dressings 
are  of  importance,  and  position  should  be  made  available  as 
far  as  possible  in  aiding  the  outflow  of  the  secretions. 

If  the  conclusions  above  arrived  at  are  correct  and  based 
upon  scientific  data,  in  what  way  are  we  able  to  explain  the 
great  differences  of  opinion  and  practice  at  the  present?  At 
the  recent  International  Medical  Congress  in  Berlin,  both  Mr. 
Tait  and  Dr.  Bantock  expressed  their  disbelief  in  germs  as  an 
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important  factor  in  wound  treatment,  while  they  strongly  urged 
the  importance  of  the  early  and  rapid  removal  of  blood,  serum, 
and  devitalized  tissue  from  wounds.  On  this  account,  they 
not  only  use  the  drainage-tube  as  in  common  practice,  but 
predicted  its  more  general  adoption  in  the  early  future.  Mr. 
Tait  very  properly  emphasized  the  power  of  the  tissues  to  pro- 
tect themselves,  when  vitalized,  if  placed  in  favorable  condi- 
tions, and  I  take  the  greatest  pleasure  in  seconding  the  views 
of  this  noted  surgeon;  to  use  an  illustration  drawn  from  agri- 
culture, the  proper  care  of  the  soil,  while  I  trust  he  will  not  be 
forgetful  of  the  seed,  which  is,  after  all,  an  equally  important 
factor  in  the  direful  harvest. 

The  conditions  for  growth  must  be  fitting.  To  destroy 
weeds,  as  well  as  to  grow  the  grain,  a  primal  knowledge  of 
their  reproduction  is  necessary.  As  well  think  of  reading  an 
essay  upon  agriculture  over  a  peck  of  corn,  poured  upon  Bos- 
ton Common,  and  expect  an  abundant  harvest,  as  to  confi- 
dently look  for  good  results  in  wound  treatment  without  a 
knowledge  of  all  its  possible  factors.  The  seed  and  the  soil 
and  the  varying  conditions  of  each  must  ever  be  kept  in 
consideration.  When  in  doubt  of  infection  left  in  a  wound, 
especially  when  its  character  will  be  likely  to  be  attended  with 
an  abundant  albuminoid  secretion,  drain;  but  let  the  surgeon 
ever  remember  that  the  highest  ideal  condition  of  wounds  is 
their  restoration  to,  as  nearly  as  possible,  the  normal  relations 
of  the  tissues,  and  their  retention  at  rest  in  an  aseptic  condi- 
tion. This  should,  in  the  great  majority  of  wounds,  render 
drainage  not  only  unnecessary,  but  when  applied  it  will  be  a 
positive  detriment  and  a  source  of  danger.  Complete  closure 
of  an  aseptic  wound  by  buried  aseptic  animal  sutures,  re- 
tained at  rest  by  a  germ-proof  dressing,  comes  nearer  to  the 
ideal  than  any  method  yet  advised.  There  is  no  fear  of  haem- 
orrhage in  a  wound  thus  closed;  if  aseptic  there  is  no  further 
danger  from  infection.  Clumsy  antiseptic  dressmgs  are  en- 
tirely avoided;  little  subsequent  care  is  requisite  on  the  part  of 
the  surgeon  or  attendant,  and  a  patient,  relieved  of  fear  from 
the  suffering  from  removal  of  stitches,  free  of  pain,  goes  on  to 
a  rapid  convalescence.       I    am  assured  that  the  better  know!- 
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edge  of  the  conditions  of  wounds  will  restrict  the  use  of  the 
drainage-tube  to  septic  wounds,  and  that  operative  wounds  in 
aseptic  tissues  will  be  aseptically  maintained  by  primary  clos- 
ure without  drainage. 


CUNEIFORM       OSTEOTOMY      FOR      CONGENITAL 

TALIPES    VARUS.     REPORT  OF    SEVEN 

OPERATIONS. 

By  A.  C.  LAMOTHE  RAMSAY,   M.D., 

OF  ST.  CLOUD,   MINN. 

SURGEON  TO  ST.  liENEDICT's  HOSPITAL. 

THESE  seven  operations  were  on  patients  varying  in  age 
from  I  to  15  years;  all  had  been  tenotomized  early 
without  the  least  benefit,  and  in  Case  II  with  manifest  injury, 
ankylosis  of  ankle  having  been  the  result  of  an  erysipelas 
which  followed  tenotomy.     All  were  congenital  cases. 

As  to  the  causation  of  the  congenital  form,  I  think  the  ner- 
vous or  centric  origin,  as  advanced  by  Malgaigne,  Ball  and 
Delpech,  is  the  most  tenable  (Enc.  Dis.  of  Child,  Keating,  pp. 
956).  The  theory  of  pressure  is  very  faulty.  I  have  noticed 
twice  that  in  acephalous  monsters  talipes  varus  existed.  In 
one  I  made  a  dissection  of  the  feet  and  the  deformity  of  the 
bone  was  very  marked. 

All  these  operations  were  performed  in  my  service  in  St. 
Benedict's  Hospital,  with  the  most  rigorous  antiseptic  precau- 
tions. 

Case  I. —  Congenital  talipes  varus  of  right  foot.  IVa/ks  on  side  of 
foot. —  Pius  R.,  set.  3^  years,  born  of  healthy  parents,  was  first  tenoto- 
mized and  put  in  a  plaster  cast  when  a  year  old.  No  improvement  at 
the  time  that  he  was  sent  to  me  by  Dr.  H.  A.  Pinault,  of  St.  Michaels, 
Minn. 

Operation  August  29, 1889  Ether  anaesthesia.  Foot  was  washed 
with  a  solution  of  ether  and  iodoform  Yao-  Esmarch  bandage  applied 
and  an  incision  from  the  external  malleolus  to  the  middle  of  the  fifth 
metatarsal  bone  was  carried  down  to  the  bone.  The  periosteum  was 
reflected  and  a  V  shaped  piece  of  the  tarsus,  including  the  anterior 
portion  of  the  astragulus,  was  cut  out  with  a  sharp  chisel.     The  cavity 
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was  cleaned  of  loose  spicula  with  a  pair  ot  dressing  forceps,  and  the 
bones  were  sewed  together  with  strong  chromic  catgut.  No  irrigation. 
Pieces  of  bichloride  gauze  were  used  for  sponges.  The  external  wound 
was  closed  with  interrupted  catgut  sutures;  no  drainage;  a  plaster  cast 
over  an  iodoform  gauze  dressing  completed  the  operation.  There  was 
nothing  of  interest  in  the  recovery.  Three  weeks  after,  the  dressing 
was  removed;  union  had  taken  place  by  first  intention.  A  year  after 
the  operation  the  child  walked  on  the  sole  of  his  foot,  no  apparatus 
having  been  used  at  any  time. 

Case  II. — Double  congenital  talipes  varus.  Walks  on  back  of  feet. 
— Anthony  C,  aet.  15  years,  born  of  healthy  parents,  is  the  only  child 
of  a  large  family  that  has  any  deformity;  has  always  been  healthy;  has 
been  treated  from  his  youth  with  club-foot  shoes;  was  tenotomized, 
but  never  derived  any  benefit  therefrom.  There  is  a  heavy  callus  cov- 
ering skin  on  sides  and  back  of  feet. 

Operation  September  14,  1889.  Ether  anaesthesia.  Foot  treated 
as  in  Case  I.  Bone  was  harder,  which  necessitated  the  use  of  the  ham- 
mer. Soft  parts  protected  by  straightened  Parker's  retractors.  The 
V-shaped  piece  of  bone  removed  was  larger  than  in  Case  I.  The 
bones  were  united  with  double  strong  chromic  catgut,  and  the  external 
incision  closed  with  the  same  material. 

There  was  slight  suppuration  in  the  right  foot,  but  it  only  necessi- 
tated a  change  of  dressing  twice.  A  year  afterward  one  of  the  finest 
results  one  can  hope  for  was  found  to  have  been  secured.  Both  feet 
were  operated  at  the  same  time. 

Case  III. — Double  congenital  talipes  varus.  Stands  on  sides  of  feet. 
— Elzear  P.,  a  healthy  boy,  get.  3  years,  was  kindly  sent  to  me  for  ope- 
ration by  the  Hon.  Dr.  Fisct,  M  P.,  of  Rimouski,  P.  F.,  Canada. 

Operation  April  7,  i8go.  Chloroform  and  alcohol  one  fifth  anaes- 
thesia. Same  antiseptic  precautions  as  m  the  other  cases.  Both  feet 
operated  at  one  sitting;  bones  soft;  same  dressings.  Dressings  re- 
moved on  1 8th  day,  parents  going  back  home  the  next  day.  The 
father  writes  in  sending  photo  that  the  child  walks  on  the  soles  of  his 
feet,  toeing  in,  like  an  Indian. 

Case  IV. — Double  conge)iital  talipes  varus. — Baby  S.,aet.  7  months; 
tenotomised  when  a  few  weeks  old,  without  any  improvement. 

Operation  May  31,  1890.  Same  anaesthetic  as  Case  III;  same  pre- 
cautions. Both  feet  operated  upon;  bones  united  with  medium-sized 
catgut;  same  dres'^ings  as  in  other  cases.  No  disturbance  after  opera- 
tion. Dressings  removed  in  three  weeks.  A  recent  inspection  of  the 
case  shows  a  perfect  result. 


DISLOCATION    OF    THE    MALAR  BONE. 
By  WM.  L.  AXFORD,  M.D., 

OF    CHICAGO,    ILL. 

SURGEON  TO  ST.  JOSEPH'S  ORPHAN  ASYLUM. 

INJURIES  of  the  malar  bone  are  so  rare,  probably  because 
of  its  position  and  firm   attachments,  that  a   pure  disloca- 
tion has  seemed  worthy  of  report. 

The  patient,  two  weeks  before  coming  under  my  observation,  re- 
ceived a  severe  blow  from  the  fist  of  an  antagonist  in  a  brawl.  His 
eye  was  very  much  blackened  and  swollen,  but  no  injury  to  the  bone 
was  at  that  time  discovered.  He  came  to  inquire  the  meaning  of  a 
small  lump  immediately  under  the  center  of  the  orbit.  It  was*  about 
the  size  of  a  .22  bullet,  and  evidently  bone.  He  also  complained  that 
movements  of  the  jaws  were  very  painful  at  the  point  where  the  coro- 
noid  process  passed  under  the  zygoma.  A  short  examination  proved 
that  the  prominence  under  the  middle  of  the  orbit  was  the  maxillary 
process  of  the  malar  bone,  which  had  been  torn  from  its  union  with  the 
superior  maxilla,  and  now  projected  upward  and  inward.  In  order  to 
produce  this  result  the  blow  must  have  been  an  "upper  cut,"  coming 
from  the  right  hand  of  the  other  fighter.  A  slight  depression  could  be 
felt  where  the  zygomatic  process  of  the  malar  joins  the  like  named 
process  of  the  temporal  bone.  The  pain  caused  by  the  motion  of  the 
jaws  is  easily  accounted  for  by  the  fact  that  the  masseter,  being  in  ac- 
tion, must  necessarily  disturb  the  dislocated  malar  bone;  and  possibly 
also  by  the  coronoid  process  of  the  jaws  rubbing  against  callus  or  in- 
flammatory material  at  the  union  of  the  two  zygomatic  processes,  since 
in  its  relations  to  the  under  side  of  the  zygoma  the  coronoid  process 
hes  opposite  this  line  of  union. 

I  could  not  reduce  the  dislocation  by  any  reasonable  amount  of 
force,  and,  as  the  only  apparent  deformity  was  the  prominence  under 
the  eye,  I  advised  that  well  enough  be  let  alone,  promising  to  cut  down 
upon  and  shave  the  projecung  maxillary  process  level  with  the  bone,  if 
the  patient  wished  such  an  operation  for  cosmetic  effect. 
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In  looking  over  the  literature  of  the  subject  I  can  find  no 
reported  case  of  simple  dislocation  of  the  malar  bone.  Hamil- 
ton says  he  can  find  no  case  of  simple  fracture  unconnected 
with  fracture  of  other  facial  bones.  On  dislocation  of  this  bone 
he  says  nothing.  Packard,  in  the  Encyclopaedia  of  Surgery, 
under  the  head  of  fractures  of  the  malar,  says  they  are  very 
rare,  and  then  refers  to  a  case  reported  by  Malgaigne,  which, 
it  seems  tome,  is  clearly  a  case  of  dislocation.  If  so,  then  my 
claim  to  have  seen  no  case  reported  is  invalidated.  He  also 
says  that  a  few  case?  are  on  record  in  which  it  has  been  sepa- 
rated from  the  adjoining  bone  by  very  great  force.  These 
cases,  though  obscurely  reported,  seem  also  to  be  dislocations, 
though  the  author  is  writing  under  the  head  of  fractures  of  the 
malar  bone. 

However  rare  this  injury  may  have  been,  we  certainly  have 
in  this  case  an  upward,  forward  and  inward  dislocation  of  the 
malar  bone,  exactly  what  might  have  been  expected  from  the 
direction  and  point  of  application  if  the  blow  producing  it  had 
force  enough  to  tear  away  the  firm  attachments  of  this  bone. 


EDITORIAL   ARTICLES. 


DRAINAGE     IN     PELVIC-ABDOMINAL    SURGERY. 

Dr.  Hunter  Robb,  in  the  Johns  Hopkins  Hospital  Reports,  Vol  II, 
Nos.  3  and  4,  describes  the  practice  of  Dr.  H.  A.  Kelly,  Chief  of  the 
Gynaecological  Department  of  that  hospital,  in  the  matter  of  drainage 
after  jjelvic-abdominal  operations.  His  article  is  concise,  yet  so 
definite  and  minute  in  its  descriptions  of  essential  details  as  to  make 
it  of  special  value  as  a  guide  to  others  whose  work  carries  them  into 
this  region. 

According  to  the  author  drainage  is  to  be  employed  to  meet  the 
following  conditions: 

First,  to  provide  a  means  of  escape  for  the  serous  oozing,  which 
follows  the  separation  of  broad  adherent  surfaces. 

Second,  to  guard  against  septic  peritonitis  from  retained  pus  from 
the  tube,  ovary,  or  other  viscus. 

Third,  to  remove  the  fluid  in  cases  of  persistent  capillary  haemor- 
rhage. 

Fourth,  to  provide  against  secondary  haemorrhage  in  cases  of  hys- 
terectomy, where  the  pedicle  is  dropped. 

Fifth,  to  drain  the  peritoneal  cavity,  and  starve  out  the  disease  in 
cases  of  chronic  or  tuberculous  peritonitis. 

Koeberle's  glass  tubes,  with  trifling  modifications,  are  still  the  best. 
These  tubes  are  straight,  of  a  length  varying  from  5, to  6  inches,  and 
a  diameter  of  8,  10  and  12  mm,  all  lengths  being  made  of  these 
diameters. 

Tubes  curved  at  the  end  are  also  valuable  m  cases  of  oophorec- 
tomv  for  fibro-myoma  of  the  uterus,  where  it  is  necessary  to  drain 
Doug  ass'  pouch  over  the  convex  surface  of  the  tumor. 

Every  tube  should  be  perforated  with  9-12  holes,    i    mm.  in  diame- 
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ter,  extending  from  the  lower  end,  one-third  the  length  of  the  tube. 
When  the  diameter  of  the  holes  is  larger  than  i  mm.,  the  omentum 
and  the  small  intestines  are  very  apt  to  work  into  the  lumen  of  the 
tube,  forming  a  strangulated  hernia  giving  rise  to  severe  pain  and 
vomiting  with  haemorrhage  and  sloughing. 

The  tube  should  be  so  placed  that  it  will  drain  the  fluid  accumulat- 
ing in  the  most  dependent  portion  of  the  pelvis.  This  is  best  accom- 
plished by  inserting  the  tube  in  Douglass'  cul-de-sac,  so  that  it  Hes 
just  behind  the  uterus  gently  resting  on  the  floor  of  the  pelvis. 

The  upper  portion  of  the  tube  rests  in  the  abdominal  incision,  from 
an  inch  and  a  half  to  three  inches  above  the  symphysis  pubis. 

Capillary  drainage  through  the  glass  tube,  by  wick,  gauze  or  cotton, 
should  be  provided  for. 

One  of  these  substances  thoroughly  sterilized,  and  carefully  placed 
in  the  tube  so  as  to  drain  from  the  bottom,  will  insure  a  steady  capil- 
lary flow  ot  fluid  from  the  bottom  of  the  pelvis  to  the  outside. 

A  drain  made  of  ordinary  lamp  wick  is  the  most  efficient;  next  to 
this  stands  gauze,  twisted  into  rolls  just  large  enough  to  enter  the  tube 
easily. 

In  some  cases  of  widespread  injury  to  the  cellular  tissue  of  the  pel- 
vis, it  is  impossible  to  check  the  bleeding,  and  drain  satisfactorily  by 
means  of  the  glass  tube  alone.  Under  these  circumstances  it  is  often 
possible  to  stop  the  haemorrhage  and  drain  the  pelvis  by  packing  long 
strips  of  a  5%  iodoform  gauze,  an  inch  in  width,  behind  the  uterus 
and  laterally,  bringing  them  out  at  the  lower  angle  of  the  wound. 
Firmer  pressure  can  be  made,  and  drainage  secured  by  folding  or 
coiling  the  gauze  as  it  is  placed  in  the  pelvis,  in  the  form  of  a  spring, 
bringing  one  end  out  through  a  drainage  tube. 

The  pressure  on  the  tube,  and  through  this  on  the  gauze  packed  in 
the  pelvis,  can  be  regulated  by  tightening  the  abdominal  binder. 

A  pack  introduced  in  this  way  can  be  removed  with  very  little  dis- 
turbance by  slightly  raising  the  tube  and  pulling  the  gauze  out  through 
ttie  tube  layer  by  layer. 

There  is  thus  no  danger  of  drawing  out  intestines  or  omentum  with 
the  dressing. 
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The  Care  of  the  Tube. — Let  the  tube  be  carefully  placed,  and  the 
capillary  drainage  be  properly  provided  for  in  the  manner  described, 
and  there  will  be  a  continuous  flow  from  the  peritoneal  cavity  to  the 
outside;  and  the  tube  will  not  need  cleansing  as  frequently  as  has  been 
thought  necessary  by  some. 

It  is  useless  to  remove  the  dressings  every  hour  or  two,  exposing  the 
patient  to  the  risk  of  a  septic  infection  by  repeatedly  cleaning  out  the 
tube.  If  the  tube  is  properly  arranged  it  can  safely  be  left  to  care  for 
itself  for  a  period  of  from  twelve  to  twenty-four  hours,  when  it  becomes 
necessary  to  expose  it  to  remove  the  overlying  dressings  saturated  by 
the  discharge. 

In  fifty  cases  thus  drained,  this  point  has  been  tested  by  allowing  the 
tubes  to  go  without  dressing  for  24  to  48  hours,  and  in  no  case  was  a 
single  unfavorable  symptom  observed. 

The  importance  of  perfect  cleanliness  in  dressing  the  tube  is  not 
usually  sufficiently  appreciated.  Hands,  instruments,  and  dressings 
employed  must  be  as  thoroughly  aseptic  as  at  the  time  of  operation, 
to  avoid  the  danger  of  introducing  infection  from  without. 

For  the  purpose  of  cleaning  out  the  tube,  a  tube  forceps  will  prove 
very  valuable  in  facilitating  rapid,  clean  work.  Such  a  forceps,  de- 
vised by  Dr.  Kelly,  consists  of  two  very  slender  tapering-handles, 
crossing  like  scissors,  and  terminating  below  in  rat  teeth,  to  hold  the 
little  ball  of  cotton  carried  down  to  the  bottom  of  the  tube. 

The  blades  are  held  by  a  new  lock;  devised  for  the  purpose, 
above  the  forceps. 

A  piece  of  sterilized  cotton,  sponge  or  gauze,  small  enough  to  pass 
easily  down  to  the  bottom  of  the  tube,  is  grasped  in  the  forceps,  and 
gently  guided  down  into  the  pelvis,  and  upon  withdrawal  brings  up  the 
secretions. 

This  pledget  is  thrown  away,  and  a  fresh  one  used  until  the  tube  is 
dry. 

This  is  a  better  method  than  the  use  of  a  suction   apparatus,  which 

is  not  efficient,  and  is  at  once  contaminated  and  unfit  for  further  use. 

It  is  necessary  at  each  dressing  after  cleaning  the  tube  to  rotate  it, 

at  least  three  times.     It  will  sometimes  be  found,  especially  with  per- 
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forations  of  larger  calibre,  that  pieces  of  omentum  as  large  as  a  split 
pea  have  become  firmly  fixed  in  the  holes  in  the  tube,  forming  a  verita- 
ble omental  hernia.  Sometimes  all  the  holes  on  one  side  will  thus  be 
choked.  If  gentle  rotation  and  traction  tail  to  effect  a  release,  the 
tube  must  be  carefully  lifted  up  far  enough  to  permit  of  a  ligature  be- 
ing passed  on  the  outside  of  the  tube,  around  each  little  hernial  mass 
in  turn;  after  tying  the  ligature  the  tube  should  be  cut  loose  by  delicate, 
long  bladed  scissors,  or  by  a  slender  knife.  If  the  intestine  should  be 
caught  in  this  way,  it  must  be  released  by  traction  and  careful  pressure 
from  the  inside  of  the  tube,  with  a  small  piece  of  cotton  or  gauze,  in 
the  grasp  of  the  tube  forceps. 

In  handling  the  drainage  tube,  the  first  principle  is  asepsis  with 
hands  and  instruments,  and  antiseptic  dressings  immediately  in  and 
about  the  tube. 

The  following  three  modes  of  dressing  the  tube  are  described  at 
length,  as  under  each  an  important  series  of  bacteriological  investiga- 
tions was  made  relative  to  the  septic  or  aseptic  condition  of  the  tube 
contents. 

The  first  mode,  with  bichloride  cotton  (1-200),  dry  or  moist,  and 
powdered  iodoform  and  boric  acid  (1-7). 

The  procedure  was  to  remove  all  the  secretion  from  the  tube  with 
the  bichloride  cotton,  held  in  the  tube  forceps,  and  then  to  dust  from 
three  to  five  grains  of  the  powder  mixture  into  the  tube;  then  to  mois- 
ten with  distilled  water  a  piece  of  bichloride  cotton  a  little  smaller  than 
the  tube,  and  from  an  inch  to  an  inch  and  a  half  longer;  squeezing  this 
fairly  dry,  and  twisting  it  into  a  roll,  it  was  carried  to  the  bottom  of 
the  tube,  either  by  inserting  it  like  a  pencil,  or  by  pushing  it  with  the 
tube  forceps. 

The  external  dressing  was  completed  by  taking  a  piece  of  the  bich- 
loride cotton  about  seven  inches  square,  and  making  a  hole  in  the 
centre  of  it,  this  was  then  laid  over  the  tube  and  the  bichloride  cotton 
was  piled  up  around  it  and  over  all  until  the  whole  surrounding  area 
was  well  protected. 

The  second  mode  of  dressing  was  with  bichloride  cotton  (1-200),  and 
cheese  cloth  sterilized  and  kept  in  alcohol,  in  strips  from  '%  to  i  mch  in 
width  and  from  5^  to  7  inches  in  length. 
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The  tube  was  cleansed  as  described  and  dressed  with  one  of  these 
strips  taken  from  the  bottle,  wrung  out  in  hot,  distilled  water,  and 
twisted  into  a  long  plug,  which  loosely  filled  the  tube. 

In  some  few  cases,  dressed  in  this  manner,  the  powder  mixture  of 
iodoform  and  boric  acid  (1-7)  was  used. 

Third  jnode.  The  dry  bichloride  cotton  (1-200)  was  used  alone, 
both  for  cleaning  and  plugging  the  tube. 

Although  the  results  of  the  bacteriological  experiments  have  been 
practically  the  same,  according  as  one  or  the  other  manner  of  dressing 
was  adopted,  the  most  reliance  is  to  the  placed  on  the  combination  ot 
the  first  and  second  methods,  / .  e.,  the  use  of  the  bichloride  cotton  and 
sterilized  gauze  with  powdered  iodoform  and  boric  acid,  the  cotton  for 
cleaning  the  tube,  the  powder  to  dust  down  the  tube,  and  the  gauze 
for  the  drain. 

No  case  has  ever  exhibited  either  local  or  systfMTiic  toxic  effect  from 
the  dressing,  although  it  is  possible  that  sufficient  of  the  bichloride 
escapes  from  the  dressing  to  inhibit  the  growth  of  any  micro  organ- 
isms, which  might  chince  to  be  present  in  the  neighborhood  of  the 
tube. 

When  arid  How  to  Deliver  the  Drainage  Tube. — The  decision  as 
to  how  long  the  tube  shall  be  left  in  the  abdomen  is  difficult  in  some 
cases.  The  general  rule  must  be  that  it  is  safer  to  drain  too  long  than 
for  too  short  a  time. 

It  must  be  borne  in  mind  that  the  tube  is  inserted  for  the  purpose 
of  drainage,  and  that  its  function  is  over,  and  it  should  be  removed  as 
soon  as  the  flow  of  fluid  is  not  more  than  enough  to  wet  the  plug  in 
the  tube.  This  point  may  be  reached  in  from  twelve  to  twenty  four 
hours  or  in  some  instances  not  until  the  fourth  or  fifth  day.  The  early 
removal  of  a  tube  relieves  the  patient  of  discomfort  and  anxiety;  it 
also  allows  the  fresh  tissues  of  the  tube  track,  to  collapse,  promoting 
immediate  union,  and  diminishing  the  liability  to  ventral  hernia  at  a 
later  date. 

If  there  is  but  a  small  flow  of  serum  on  the  dressing  about  the  tube, 
and  the  general  condition  of  the  patient  is  good  the  tube  may  be  re- 
moved without  fear,  and  the  slight  accumulation  left  to  the  care  of  the 
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peritoneum.  If  on  the  other  hand  the  pulse  and  temperature  are  of 
such  a  character  as  to  occasion  any  anxiety,  the  pulse  being  1 20  and 
the  temperature  over  100°,  although  the  discharge  is  slight  it  is  bet- 
ter not  to  remove  the  tube  and  close  the  wound,  until  all  flow  has 
ceased. 

When  the  tube  is  removed  and  there  is  a  slight  purulent  discharge 
we  may  keep  the  track  open  by  inserting  a  piece  of  twisted  gauze, 
which  is  changed  once  in  twelve  or  twenty  four  hours,  dusting  in  a  few 
grains  of  the  iodoform  and  boric  powder  at  each  dressing. 

This  allows  the  tube  track  to  close  up  gradually,  carrying  off  at  the 
same  time  any  noxious  fluids  which  would  otherwise  tend  to  accumu- 
late. Where  there  exists  a  free  purulent  discharge  from  the  first  the 
tube  should  not  be  removed  until  one  or  two  weeks  have  passed,  to 
prevent  the  formation  of  pockets  of  pus  in  the  pelvis,  with  secondary 
infection. 

Another  method  of  removing  the  tube  where  the  discharge  is  rapidly 
diminishing,  and  does  not  amount  to  more  than  a  few  drachms  in 
twenty-four  hours,  is  by  rotating  and  raising  it  slightly  at  each  dressing. 
Before  final  removal,  the  tube  should  be  cleansed  as  thoroughly  as 
possible  and  rotated,  to  be  sure  that  the  intestines  are  free,  and  then 
placing  the  thumb  over  the  end  and  grasping  the  tube  between  the 
first  and  middle  fingers,  it  is  slowly  and  gently  removed.  As  soon  as 
it  is  out,  the  wound  is  dried  and  the  provisional  suture  drawn  up,  clos- 
ing the  track  of  the  tube  in  the  abdominal  wall.  The  provisional  su- 
tures are  one  or  two  sutures  passed  through  both  sides  of  the  abdomi- 
nal incision  in  the  tube  track,  and  left  loose  until  the  tube  is  removed, 
when  they  are  drawn  up,  completely  closing  the  wound. 

In  the  opinion  of  the  author  the  vast  majority  of  abdominal  cases 
are  safer  with  the  tube  than  without  it.  The  bad  results  attributed  to 
its  use  are  usually  due  to  carelessness  of  management.  The  care  of 
the  tube  is  the  duty  of  the  surgeon  himself,  or  of  some  one  equally 
conscientious,  and  as  well  instructed. 

Report  of  Culture  Experiments  Made  with  the  Drainage  Tubes. — 
These  experiments  were  made  on  thirty  cases  in  three  groups,  consist- 
ing of  ten  cases  in  each  group. 
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In  the  first  group,  five  of  the  experiments  were  made  by  stab  cultures 
in  nutrient  agar-agar,  two  tubes  being  employed  for  each  dressing.  In 
the  remaining  five  cases  ot  this  group,  six  Esmarch  tubes  were  used 
at  each  dressing.  In  making  the  cultures,  three  were  taken  from  the 
secretion  on  the  end  of  the  plug,  and  three  from  the  bottom  of  the 
drainage  tube.  The  second  and  third  tubes  were  dilutions  from  the 
original  inoculations  in  the  first  tube. 

The  results  were  negative,  save  in  one  case,  that  of  a  large  ovarian 
cystoma,  which  was  firmly  adherent  to  the  anterior  abdominal  wall. 
The  inoculations  made  from  the  secretions  on  the  end  of  the  drainage 
tube  resulted  in  an  abundant  growth  o{  staphylococcus  pyogenes  aureus. 
Microscopic  examination  of  the  secretions  themselves  revealed  the 
presence  of  the  ordinary  pus  cells.  The  subsequent  dressings  in  this 
case  gave  negative  results. 

In  the  second  grotip  of  inoculations,  the  materials  used  were  the 
same  as  those  in  the  second  method  of  dressing  the  tube,  as  above  de- 
scribed. 

Esmarch  tubes  were  used  throughout  this  series,  six  for  each  dress- 
ing, three  being  taken  from  the  secretion  on  the  end  of  the  plug,  and 
three  from  the  secretion  in  the  bottom  of  the  drainage  tube,  after  re- 
moving the  plug.  Six  of  this  group  were  controlled  by  microscopic 
examinations.     The  results  were  all  negative. 

In  the  third  group,  the  materials  were  the  same  as  those  employed 
with  the  third  method  of  dressing  the  tube.  None  of  the  experiments 
in  this  ser  es  were  controlled  by  microscopic  examination.  The  results 
were  also  negative. 

From  these  results  one  might  reasonably  suppose  that  organisms 
were  not  present  in  the  fluid.  One  point,  however,  must  be  borne  in 
mind,  that  is  the  possibihty  of  a  certain  amount  of  bichloride  of  mer- 
cury being  dissolved  out  of  the  plug,  and  present,  as  such,  in  the  se- 
cretions, from  which  the  inoculations  were  made.  In  this  case  it  is 
easy  to  see  that  the  growth  of  organisms,  which  might  have  been  pres- 
ent, would  be  inhibited  by  the  bichloride  taken  up  on  the  needle  used 
in  inoculating  the  tubes.  As  has  been  shown  by  recent  experiments, 
the  amount  of  bichloride  nece>sary  to  prevent  the  growth  of  organisms 
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which  have  already  been  exposed  to  its  action  is  very  much  smaller 
than  the  amount  necessary  to  inhibit  the  growth  of  the  same  organisms 
which  have  not  been  so  exposed. 

Only  a  small  proportion  of  these  culture  experiments  were  controlled 
by  a  microscopic  examination  of  the  fluid.  The  results  in  those  cases, 
in  which  it  was  resorted  to,  however,  corresponded  to  those  obtained 
in  the  culture  tubes. 

A  similar  line  of  experiment,  according  to  the  improved  methods 
recently  developed  for  the  study  of  organisms  which  have  been  sub- 
jected to  the  action  of  antiseptics,  more  particularly  the  bichloride  of 
mercury,  has  been  begun;  and  the  results  will  be  rep  )rted  in  a  coming 
fasciculus. 


THE   ESSENTIALS    OF  A   GOOD    OPERATING  ROOM. 

Dr.  Lucas-Championniere,  of  the  Hospital  Saint  Louis,  of  Paris, 
gives  in  the  Revue  d'' Hygiene,  of  April,  1890,  his  views  of  the  condi- 
tions which  are  essential  to  provide  a  ])roper  operating  room,  where 
the  requirements  of  antiseptic  surgery  may  be  thoroughly  met. 

As  testimony  that  he  can  speak  with  authority  on  the  subject,  he 
points  to  his  own  record,  achieved,  apparently,  in  the  most  unfavora- 
ble surroundings — 132  abdominal  sections,  with  but  10  deaths,  237 
other  major  operations,  with  no  deaths  His  work  is  carried  on  with- 
out suppuration.  From  his  own  experience— and  he  challenges  any 
one  to  show  a  better  record — he  concludes  that  complicated  parapher- 
nalia and  expensive  equipments  are  not  necessary  for  the  doing  of 
good  work.  What  should  be  studied  by  the  surgeon  in  planning  his 
operative  surroundings  is  simplicity  of  arrangement,  such  convenience 
of  equipment  that  w  ork  shall  be  readily  done  and  perfect  supervision 
always  possible.  The  ability  to  constantly  watch  and  verify  every 
operative  step,  he  believes  to  have  been  the  secret  of  his  own  success, 
handicapped,  as  he  has  been,  by  unfavorable  surroundings.  With  this 
preface,  the  author  passes  to  consider  some 

Antiseptic  illusions.     Under    this   head,  he    criticizes,  first,    those 
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forms  of  apparatus  for  sterilizing  water  by  boiling,  which  he  has  seen 
in  various  newly  and  expensively  equipped  operating  theatres.  Many 
surgeons  think  that  boiling  is  not  enough,  but  that  the  temperature 
should  be  carried  up  to  250°  F,  But  in  general  an  apparatus  is  pro- 
vided which  is  self  feeding;  that  is  to  say,  every  time  water  is  drawn 
from  it  which  has  really  boiled,  there  enters  it  water  which  has  not 
boiled  at  all,  and  from  that  moment,  if  they  do  not  wait  for  quite  a 
time,  the  water  contained  in  the  apparatus  is  not  sterilized  at  all.  The 
only  apparatus,  then,  which  can  be  depended  on  for  sure  sterilization 
is  a  good  kettle,  which  can  be  filled  up  only  when  its  sterilized  contents 
have  been  used  out. 

The  efforts  of  certain  surgeons  to  furnish  for  the  operating  room  air 
which  has  been  previously  sterilized,  are  also  characterized  by  the 
author  as  illusory.  The  dangers  due  to  the  entering  volumes  of  air 
are  absolutely  insignificant  compared  to  the  dangers  due  to  the  pres- 
ence in  the  room  of  living  beings,  assistants  and  spectators,  who  are 
continually  projecting  into  the  room  a  considerable  number  of  mi- 
crobes. If  we  cannot  avoid  the  latter  source  of  infection,  it  is  useless 
to  try  to  keep  off  the  former,  which  are  so  insignificant.  To  be  logi- 
cal in  this  respect,  surgeons  must  operate  in  solitude.  Such  a  pre- 
caution, however,  the  author  spurns  as  an  avowal  of  powerlessness 
that  he  is  unwilling  to  make.  Good  antiseptic  surgery,  he  says,  can 
be  done  everywhere,  and  in  public. 

In  all  modern  operating  rooms  an  elaborate  system  oC  drams  is  seen, 
both  for  the  table  and  the  floor.  This  system  of  drainage  is  very  dif- 
ficult to  manage,  and,  in  the  opinion  of  the  author,  is  of  no  value  to 
those  who  know  how  to  do  antiseptic  surgery.  It  has  come  into  use 
from  the  practice  of  copious  irrigations  of  wounds,  a  practice  against 
which  Championniere  protests  as  irrational,  and  dangerous  to  the  pa- 
tients. 

Against  another  dominating  peculiarity  of  modern  operating  rooms 
he  also  inveighs,  that  is  the  covering  the  walls  with  glass  under  the  pre- 
text of  providing  a  smooth  non-absorbable  surface.  Such  rooms, 
equipped  at  great  expense,  are  often  badly  kept  in  order. 
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From  these  criticisms  the  author  passes  to  a  statement  of  the  things 
which,  in  his  view,  are  essential  to  the  practice  of  good  surgery. 

The  first  prerequisite  for  an  operating  room  is  that  it  should  be  con- 
veniently placed  for  the  accommodation  of  the  service.  It  should  be 
as  near  as  possible  to  the  wards,  and  easily  accessible  from  them.  It 
is  not  a  matter  of  indifference  to  patients,  upon  whom  major  operations 
have  been  done,  if  they  have  to  be  carried  long  distances  afterward. 

For  the  same  reason  the  room  should  be  on  the  same  level  with  the 
wards.  (This  reason  does  not  hold  in  hospitals,  in  which  elevators 
practically  make  all  floors  on  the  same  level.  Ed  )  Then  the  trans- 
portation of  patients  is  greatly  facilitated;  transfers,  often  hurtful,  are 
avoided,  and  such  a  simpHcity  of  apparatus  can  be  maintained  that 
there  is  but  little  chance  of  its  getting  out  of  order. 

There  is  no  advantage  in  having  several  operating  rooms,  one  for 
women,  another  for  men.  The  operative  requirements  for  the  two 
sexes  are  the  same.  The  single  operating  room  should  be  used  for 
everything,  and  by  strict  surveillance  should    be  kept  in  perfect  order. 

Although  the  room,  if  it  is  to  accommodate  many  spectators,  should 
be  quite  large,  it  ought  not  to  be  made  unnecessarily  large.  The  abil- 
ity to  heat  it  sufficiently  must  be  kept  in  mind.  It  must,  however,  be 
large  enough  to  permit  the  operating  table  to  be  moved  about  in  ev- 
ery direction,  besides  giving  room  for  other  necessary  furniture. 

A  steady,  not  brilliant,  light  is  desirable.  A  north  light  is  the  most 
convenient.  A  western  light  is  not  bad  for  those  who  operate  in  the 
morning.  Direct  sunlight  is  objectionable.  Electric  lamps  are  desir- 
able for  night  work,  or  when  the  daylight  is  nut  sufficient,  and  espe 
cially  when  a  deep  cavity  is  to  be  illuminated.  The  lighting  of  the 
room  should  be  complete;  there  should  be  no  dark  corners. 

The  general  arrangement  of  the  room  should  be  such  as  to  make  its 
cleansing  easy  and  absolute.  The  effacing  of  all  angles  is  useful,  but 
not  indispensable.  The  walls  may  be  of  various  materials;  were  it  not 
for  its  costliness,  enamelled  tiles  would  be  preferred.  But  common 
plaster,  painted,  does  well.  Painted  wood  is  easy  to  clean  and  is  eco- 
nomical; it  stands  well  the  application  of  antiseptics;  it  is  easier  to  re- 
pair than  plaster,  so  that  accidents  to  it  do  not  cause  so  much  anxiety. 
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For  these  reasons  the  author  has  chosen  wooden  walls  for  his  operat- 
ing room.  As  to  the  floor,  though  mosaic  is  pretty  and  easily  washed, 
it,  together  with  asphalt  and  tiling,  requires  copious  washings,  which 
have  their  inconveniences.  The  author  thinks  that  an  equally  good 
result  can  be  had  with  simpler  means.  A  simple  floor  of  fir  wood  is 
doubtless  much  less  agreeable  to  the  eye  than  the  floorings  that  have 
been  mentioned,  but  it  answers  all  the  requirements  of  the  work;  it  is 
very  cheap,  and  if  it  becomes  worn,  it  is  easily  replaced.  It  is  much 
more  agreeable  to  the  feet  than  mosaic  or  asphalt;  however,  it  is  quite 
as  easy  to  keep  clean.  The  cleansing  can  be  done  with  less  water. 
Its  purification  can  always  be  assured  by  applying  to  it  a  5%  solution 
of  chloride  of  zinc,  a  procedure  constantly  employed  by  the  author  at 
the  Hospital  Saint  Louis,  where  the  floor,  of  fir.  already  old  and  poorly 
cared  for  during  years,  presents  especially  bad  conditions.  Here  he 
has  prosecuted  his  work  successfully,  notwithstanding  the  want  of  con- 
veniences has  often  compelled  the  operating  room  to  be  devoted  to 
uses  that  should  always  be  proscribed,  and  although  the  floor  has  been 
often  inundated  with  infective  material. 

The  general  arrangement  of  the  room  should  be  such  that  there 
could  be  no  possible  current  of  air  over  the  operating  table;  it  is  de- 
sirable, also,  that  the  opening  of  the  door  may  not  chill  the  room.  The 
operating  room  ought  not  to  open  upon  a  cold  corridor;  it  ought  to  be 
possible  for  patients  to  be  returned  to  the  wards  without  exposing  them 
to  chiUing. 

The  warming  of  the  room  is  an  important  point.  For  this  purpose 
the  author  prefers  the  porcelain  stove,  which  is  peculiar  to  France  and 
Germany.  While  it  does  not  contribute  to  ventilation,  neither  does  it 
produce  currents  of  air.  Ventilation  can  be  secured  by  opening  the 
windows.  He  has  also  in  his  operating  room  a  large  porcelain  enclosed 
heating  oven  for  linen,  which  he  values  highly.  It  is  heated  by  gas, 
and  is  surrounded  by  an  air  chamber  so  that  the  linen  may  not  be 
burned. 

The  instruments  should  be  kept  in  a  case  in  the  room.  He  cannot 
comprehend  how,  under  pretext  of  promoting  the  purity  of  the  room, 
they  should  be  kept  out.  To  remove  them  complicates  the  preparations 
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for  an  operation,  and  makes  difficult  the  desired  surveillance  over  them. 
Also  there  should  be  kept  in  the  room  everything  necessary  for  dress- 
ings. Championniere  keeps  tliem  in  metal  boxes,  or  in  glass  jars 
placed  simply  on  A'ooden  slabs,  covered  with  oil  cloth,  which  are  easily 
cleaned. 

For  washing  purposes  all  the  complicated  appliances  of  the  plumb- 
er's art  are  rejected,  and  simple  basins,  to  be  emptied  into  a  well 
trapped  sink,  chosen.  The  sink  should  have  its  surfaces  perfectly 
smooth,  and  should  be  made  of  porcelain,  or  similar  substance.  The 
same  sink  can  be  used  for  the  reception  of  all  fluid  which  is  to  be  emp- 
tied. Two  or  three  basins  placed  on  a  wooden  table,  covered  with 
oil-cloth,  constitute  a  sufficient  apparatus. 

The  operating  table  should  be  simple,  cheap,  easy  to  clean,  easy  to 
replace.  The  patient,  when  upon  it,  ought  to  be  comfortable,  warm, 
and  easily  removed.  The  author  has  a  wheeled  table  which  serves 
both  for  an  operating  table,  and  for  the  transportation  of  the  patient. 
It  is  of  wood,  with  two  large  wheels  at  one  end,  while  the  legs  at  the 
other  end  rest  solidly  on  the  floor.  To  mobilize  it,  a  simple  mechan- 
ism causes  to  project  a  third  wheel  which  can  be  moved  in  aey  direc- 
tion. A  hair  mattress  covers  the  table.  The  patient,  placed  on  the 
table  in  the  ward,  is  easily  brought  by  a  single  man  into  the  operating 
room.  Here  he  is  practically  on  an  ordinary  bed,  txcept  that  he  is 
more  elevated.  Hot  blankets  and  sheets  are  freely  used  to  create  fa- 
vorable surroundings  for  operating.  This  table  is  used  for  all  opera- 
tions, even  laparotomies.  All  complicated  mechanisms  for  elevating 
the  table  have  been  abandoned.  No  copious  irrigations  are  used. 
The  small  quantity  of  liquid  really  required  can  be  removed  with  a 
sponge. 

For  holding  the  instruments,  a  metallic  table  is  used,  into  which  are 
fitted  four  movable  metal  basins.  These  contain  the  solutions  into 
which  the  instruments  are  plunged,  and  remain  convenient  to  the  sur- 
geon's hand.  It  is  moved  about  easily,  and  no  second  person  to  hand 
the  instruments  is  required.  Another  and  deeper  basin,  also  supported 
on  a  framework,  is  used  for  holding  a  stronger  antiseptic  solution,  in 
which  the  instruments  are  immersed  for  a  time    before  being  placed  in 
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the  basins  for  the  use  of  the  surgeon.  Upon  a  small  table,  covered 
with  oil  cloth,  are  placed  two  basins  for  the  sponges.  Upon  another 
table  is  the  spray  apparatus  Around  the  room  are  two  large  wooden 
tables,  covered  with  oil-cloth,  for  miscellaneous  use.  In  addition  to 
these  things,  the  room  contains  a  boiler  for  boiling  water. 

An  indispensable  annex  to  an  operating  room  is  a  room  for  adminis- 
tering angestheiics. 

The  author  concludes  by  expressing  the  opinion  that  instead  of  lav- 
ishing so  much  money  for  constructions  that  will  soon  be  out  of  fashion, 
it  would  be  much  better  to  use  this  money  for  improving  the  service, 
by  employing  more  intelligent,  diligent  and  accurate  assistants,  a  prog 
ress  in  the  service  of  an  operating  room  that  no  architect  could  sup- 
ply. He  claims  that  the  extraordinary  luxurious  and  complicated  ar- 
rangements, which  are  now  so  much  in  vogue,  do  not  conform  either 
to  the  theory  or  practice  of  antisepsis.  They  are  useless  and  danger- 
ous, and  tend  to  produce  a  bad  effect  on  medical  pupils,  who  quickly 
imagine  that  surgery  consists  in  this  complex  and  mysterious  appara- 
tus. They  become  discouraged  from  so  difficult  a  work,  and  attribute 
to  their  lack  of  resources  the  results  of  their  ignorance.  The  luxury  of 
the  instructors  entails  either  discouragement  or  undue  assurance  in  the 
pupils. 

L.   S.   PiLCHER. 
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I.  Empyema  of  the  Frontal  Sinus.  By  Oscar  Bloch 
(Copenhagen.)  The  writer  relates  the  case  of  a  child,  aet.  13  years, 
who  suffered  from  empyema  of  the  frontal  sinus  to  such  an  extent  that 
the  globe  of  the  eye  deviated  from  the  normal  position  and  was  hin- 
dered in  its  movements.  The  disease  had  made  its  appearance  ten 
years  ago,  after  an  attack  of  morbilli.  At  the  operation  a  cavity  ex- 
tending clear  back  to  the  bottom  of  the  orbit  was  found;  communicat- 
ing with  the  frontal  sinus,  which  was  not  much  dilated.  The  contents 
were  green,  mucous,  odorless,  half  dried  pus,  which  was  found  to  be 
free  from  microbes.  The  wound  was  dressed  with  iodoform  gauze. 
Recovery  took  place  uneventfully. — Nordiskt.  Medicinskt,  Arkiv., 
bd.  21.  hft.   2. 

II.  A  Case  of  Rhinolith.  By  G.  Baden  (Odeuse.)  The 
writer  communicates  the  case  of  a  widow,  aet.  45  years,  who,  for  about 
four  yfears,  had  suffered  from  a  badly  smelling  discharge  from  the  right 
nostril.  There  were  no  pains  in  the  beginning,  but  during  the  last  two 
and  a  half  years  there  were  pains  which  radiated  up  towards  the  right 
side  of  the  head.  Upon  examination  the  right  side  of  the  nose  was 
found  filled  up  with  fetid  pus,  and  about  three  quarters  of  an  inch  back 
of  the  aperture  of  the  nostril  a  hard  stone  with  jagged  corners  was  dis- 
covered, which  was  removed,  after  crushing,  by  the  forceps.  The 
rhinolith  revealed  itself  to  be  of  a  slony  consistence  and  deposited 
stratiformly  around  a  cherry  pit  in  its  centre. — Hospitals- Tidende^ 
R.  3,  bd.  7,  pp.  157,  227. 

III.  Primary  Carcinoma  of  the  Right  Tonsil;  Sudden 
Death.     By  M.  Schmidt.     A  man,  set.    72  years,  presented  a  tumor 
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of  the  tonsil  of  the  size  of  a  pigeon's  egg.  The  tumor,  which  was  of 
fungous  consistency,  was  the  source  of  persistent  pains  and  the  patient 
was  emaciated  and  in  a  state  of  advanced  cachexia.  After  some  time 
there  were  symptoms  of  compression  and  especially  of  the  cervical 
vasculo-nervous  fascia.  He  also  suffered  from  vertigo  and  a  tendency 
to  somnolence.  One  night  the  patient  died  suddenly.  There  was  no 
blood  in  the  pharynx,  and  death  must  be  attributed  to  some  bulbar 
accident  — Gazette  des  Hopitaux,  March  29,  1890. 

F.  H.   Pritcharu  (Boston). 

IV.     Conjunctivoplastics  in  Chronic  Trachoma.     By    Dr 

Kasimir  Noiszewski  (Duenaburg,  Russia).  The  author  communi- 
cates eight  cases  of  severe  chronic  trachoma,  which  he  treated  after  a 
novel  method,  consistmg  in  scraping  out  all  degenerated  tissue  down 
to  the  inner  surface  of  the  palpebral  cartilage  and  transplanting  to  the 
raw  surface  a  corresponding  piece  of  the  patient's  labial  mucous  mem 
brane.  Of  the  8  cases,  7  were  those  of  indurated  trachoma  compli 
cated  in  3  with  pannus  carnosus  and  in  2  with  infiltration  of  the  cornea 
the  8th  patient  had  soft  trachoma  with  corneal  opacity  and  pannus 
The  author  deduces  the  following  corollaries  from  his  operations:  i 
Conjunctivoplastics  is  indicated  in  cases  of  indurated  trachoma  com 
plicated  with  pannus  carnosus  and  accompanied  by  vision  =Yioo'  ^^ 
such  cases  the  operation  is  rapidly  followed  by  excellent  results 
amounting  to  a  radical  cure.  2.  The  transplantation  leads  to  the  dis- 
appearance of  trachoma  in  the  conjunctiva  adjacent  to  ihe  graft,  the 
process  of  clearing  being  accompanied  by  a  viscid  mucoid  secretion 
which  is  sometimes  fairly  profuse.  3.  The  changes  which  are  to  be 
observed  in  the  labial  graft  may  be  divided  into  three  distinct  periods: 
a,  the  stage  of  maceration,  lasting  from  5  to  7  days;  b,  that  of  vascu- 
larization which  lasts  for  3  or  4  months  or  even  longer,  the  graft  look- 
ing swollen  or  fleshy  and  easily  bleeding  on  slightest  traumatic  provo- 
cation. In  the  presence  of  a  very  intense  congestion  of  the  trans- 
planted tissue,  occasional  slight  scarifications  may  prove  useful  during 
the  period;  c,  the  stage  of  partial  obUteration  of  the  blood-vessels.  4. 
The  operation  is  contra-indicated,  or,  at    least,  not   indicated  in   such 
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cases  where  the  ordinary  treatment  may  yet  prove  successful — espec- 
ially where  the  cornea  remained  sound,  transparent  and  normally  sen- 
sitive. In  such  patients,  the  transplantation  gives  rise  to  a  permanent 
uncomfortable  sensat'on  of  a  foreign  body  ("cotton-wool")  in  the  eye 
operated  upon.  [A  detailed  account  o[  the  author's  first  case  may  be 
found  in  the  Gazeta  Lekarska,  No.  50,  1889;  a  paper  on  the  first  four 
cases  in  iht  Centbit.  f.  Fraktische  Augenheilkunde^  February,  1890.]  — 
Vratch,  No.  29.  1890,  p.   643. 

Valerius  Iuelson  (Berne.) 

IV.  Two  Cases  of  Laryngectomy.  By  Mr  D.  Wallace 
(EdinDurgh.)  The  author  reports  two  recent  cases  of  laryngectomy 
done  by  Prof.  J.  Chiene,  of  Edinburgh,  both  for  the  removal  of 
epithelioma.  In  the  first  case,  a  female,  aet.  32  years,  the  disease  be- 
gan in  the  oesophagus,  necessitating  an  oesophagostomy  two  months 
before  the  final  operation.  The  progressive  involvement  of  the  larynx 
in  the  disease  finally  made  tracheotomy  necessary,  but  patient  refused 
to  have  anything  done  unless  the  whole  disease  was  removed.  This 
was  accordingly  done.  The  whole  larynx  and  the  upper  part  of  the 
oesophagus  were  lemoved.  Death  by  septic  pneumonia  on  the  twelfth 
day. 

The  second  case  was  in  a  man,  aet.  44  years.  Preliminary  tracheot 
omy  had  been  done  two  weeks  before  the  final  operation.  The  pa- 
tient was  anaesthetized  by  chloroform  through  the  tracheotomy  tube. 
The  patient  was  placed  with  his  shoulders  raised  and  head  hanging 
over  the  end  of  the  table.  An  incision  was  made  in  the  middle  line 
of  the  neck  from  the  hyoid  bone  to  the  level  of  the  cricoid  cartilage. 
The  sterno  thyroid  and  thyrohyoid  muscles  were  separated  from  the 
right  ala  of  the  thyroid  c  irtilage,  and  turned  back  along  with  the  skin 
and  fascia  covering  them.  The  edges  of  the  wound  were  held  apart 
by  two  retractors,  kept  in  position  by  an  elastic  bandage  passed  round 
the  neck  posteriorly.  All  bleeding  having  been  arrested,  the  thyroid 
cartilage  was  divided  up  the  middle  line  with  a  knife.  The  two  alae 
were  held  apart,  the  interior  of  the  larynx  being  thus  thoroughly  ex- 
posed to  view.     It  was  now  seen  that  the  tumor   was  growing   chiefly 
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from  the  iniit-r  aspect  of  the  right  ala  of  thyroid,  from  which  it  projected 
across  the  box  of  the  larynx  for  nearly  three-quarters  of  an  inch  The 
tumor  was  also  attached  to  the  true  vocal  cords,  the  right  being  re- 
placed by  it.  A  small  sponge  was  introduced  into  the  lower  part  of 
the  wound,  so  as  completely  to  plug  the  trachea  above  the  tracheotomy 
tube;  and  the  right  ala  of  thyroid  with  the  attached  tumor  was  removed 
by  strong  scissors.  The  other  portions  of  the  tumor  were  removed 
piece  by  piece,  until  a  thorough  removal  of  all  the  affected  tissue  had. 
been  effected.  This  necessitated  the  removal  of  nearly  the  whole  of 
the  left  ala  ot  the  thyroid.  Some  oedematous  mucous  membrane  at 
the  upper  part  of  the  larynx  simulated  in  appearance  rather  closely  the 
new  growth,  and  this  in  great  part  was  removed.  After  careful  exami- 
ation  this  was  believed  to  be  merely  oedematous  mucous  membrane, 
and  the  other  portions  of  it  were  therefore  not  removed.  There  was 
very  little  bleeding  during  the  operation,  and  any  that  occurred  was 
readily  arrested  by  forci-pressure  and  torsion.  Some  iodoform  powder 
was  dusted  over  the  wound.  A  plug  of  aseptic  gauze  was  inserted  so  as 
to  close  especially  the  upper  tracheal  opening,  but  otherwise  the  wound 
\\  as  left  quite  freely  open.  The  operation  from  beginning  to  end 
lasted  rather  more  than  one  hour. 

The  after  progress  of  the  case  was  favorable  and  simple.  The  feed- 
ing through  the  oesophagus  tube  was  well  borne.  As  the  wound  con- 
tracted, he  was  not  able  to  tolerate  any  tube  passing  upward  into  the 
mouth.  But,  though  this  portion  of  the  wound  became  greatly  con- 
tracted, he  still  can  speak  in  a  hoarse  whisper. — Edinburg  Med.  Jour., 
October,   1890 

GENITO-URINARY  ORGANS. 

I  Extirpation  of  a  Calculus  From  the  Ureter  by  the 
Combined  Abdominal  Lumbar  Section.  By  R.  B.  Hall,  M. 
D.,  Cincinnati  Female,  set.  36  years.  Subject  to  sudden  and  severe 
paroxyms  of  pain,  beginning  in  region  of  left  kidney  and  later  in  each 
attack  becoming  diffused  over  whole  abdomen,  every  three  to  six  weeks 
during  a  period  of  three  years.  Paroxysm  lasted  from  3  to  6  hours; 
each  paroxysm  preceded   by  uneasy    sensations  for  some  hours.       In 
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each  paroxysm  the  pain  would  suddenly  disappear.  No  hsematuria  or 
other  sign  of  kidney  disease.  Palpation  of  abdomen  negative.  Patient 
anaesthetized  for  explorative  laparotomy  as  an  attack  was  coming  on. 
Palpation  then  revealed  presence  of  a  small  tumor  in  region  of  left 
kidney.  On  introducing  hand  into  abdominal  cavity  an  elongated  thin 
walled  cyst,  just  below  the  kidney,  was  felt,  and  at  the  lowest  point  of 
this  a  calculus  could  be  felt.  Diagnosis  of  a  stone  impacted  in  the 
ureter  was  made,  and  a  lumbar  incision  was  at  once  made  for  its  re- 
moval. After  cutting  down  to  the  kidney  it  was  fixed  with  the  left 
hand  and  incised,  making  an  incision  large  enough  to  admit  the  finger. 
At  once  there  was  a  gush  of  about  one  pint  of  urine.  The  cyst  in  the 
abdomen  had  now  disappeared,  leaving  the  kidney  in  its  normal  posi- 
tion. The  stone  could  be  felt  about  2\  inches  below  the  pelvis  of  the 
kidney,  in  place  of  3^,  as  it  appeared  before  the  kidney  was  incised. 
The  removal  of  the  stone  proved  to  be  an  exceedingly  difficult  task. 
With  a  pair  of  forceps  introduced  through  the  lumbar  incision,  guided 
and  aided  by  the  hand  inside  of  the  abdominal  cavity,  several  attempts 
were  made  to  dislodge  and  remove  the  stone.  It  could  not  be  grasped 
in  the  bite  of  the  forceps  without  at  the  same  time  including  the  sur- 
rounding tissues,  as  could  be  very  easily  determined  by  the  hand  in- 
side of  the  abdomen.  Finding  that  it  was  impossible  to  remove  the 
stone  through  the  lumbar  incision  without  more  room,  the  kidney  was 
laid  freely  open  along  the  convex  border,  leaving  about  half  an  inch  of 
kidney  tissue  at  either  end  of  the  organ  unincised,  with  the  intention  of 
first  removing  the  stone,  and  later  the  kidney  if  the  haemorrhage  could 
not  be  controlled.  The  kidney  wound  was  held  aside  by  retractors  in 
the  hands  of  the  assistants,  and  after  a  tedious  effort  by  invaginating 
the  sac  with  the  hand  inside  the  abdomen,  the  stone  was  reached  with 
the  handle  of  the  scalpel  and  peeled  from  the  tissues  about  it.  The 
haemorrhage  from  the  kidney  was  controlled  by  sponges  from  hot  wa- 
ter. The  wound  in  the  loin  was  dressed  by  placing  a  rubber  drainage- 
tube  in  the  kidney.  This  tube  was  long  enough  to  reach  over  the  side 
of  the  bed  to  a  bottle  upon  the  floor,  where  the  urine  was  collected 
from  the  kidney.  'I"he  wound  was  sutured  carefully  around  the  drain 
age-tube.     A  glass  drainage-tube  was  placed  in  the  abdominal  cavity, 
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which  was  removed  in  eighteen  hours,  as  it  was  not  required.     Patient 
suffered  very  greatly  from  shock,    attributable,  partly,  to    the    loss  of 
blood.      Highest  pulse  after  she  rallied  was  126,  and  highest  tempera 
ture  100.8°  F.,  for  one  registration  only,  which  was  on   the    following 
day  at  3  p.m.     After  that  time  the  temperature    varied  from    98.5°  F., 
to  99.5°  F.       After  an  examination  of  the  stone,  which    weighed  only 
3V20  grains  and  measured   Yig  inch   long,  ^/jg  inch  wide,  and  Y,6  inch 
thick,  it  was  found  to  have  a  most  peculiar  shape.     One  end  was  pre 
senting  toward  the  dilated  portion  of  the  ureter  and  kidney  where  it  was 
impacted  with  the  narrow  slot  spoken  of  extending  parallel    with    the 
ureter,  making  an  opening  about  the  size  of  the  thickness  of  an    ordin- 
ary pin,  which  was  quite  sufficient  to  carry  off  all  of  the  urine  from  the 
kidney  so  long  as  no  mucus  or  other  solid  material  interfered  with  this 
small  opening. 

The  stitches  were  removed  from  the  abdominal  wound  on  the  seventh 
day.  The  wound  was  healed  perfectly.  On  the  following  day  the 
stitches  were  removed  from  the  lumbar  wound.  For  eight  days  the 
urine  passed  from  the  bladder  contained  small  blood-clots,  while  that 
from  the  incised  kidney  remained  clear. 

On  the  eighth  day  the  drainage  tube  was  removed  from 
the  kidney  wound.  For  four  days  after  that  it  appeared 
as  though  all  of  the  urine  from  the  left  kidney  passed  through 
the  sinus.  After  the  twelfth  day  only  a  small  quantity  escaped  occa 
sionally.  This  gradually  diminished  until  the  sixteenth  day,  and  on  the 
twenty-first  day  the  wound  was  perfectly  healed.  On  the  thirty- sixth 
day  she  went  home  in  perfect  health. 

The  author  cannot  find  any  previous  case  of  removal  of  a  calculus 
from  the  ureter  by  the  combined  abdominal-lumbar  operation,  and  but 
four  cases  of  removal  of  a  stone  from  the  ureter  by  any  other  proce- 
dure. He  refers  to  the  report  of  a  case  by  Dr.  Cullingworth  in  the 
"Transactions"  of  the  Pathological  Society  of  London,  1884  and  1885, 
vol.  xxxvi,  p.  278,  of  abdominal  section  and  removal  of  stone  from  the 
ureter  near  the  bladder;  patient  died  fourth  day.  Dr.  Terrey's  case  in 
which  he  was  able  to  remove  a  stone  from  the  ureter  near  the  kidney 
by  the  lumbar  mcision  only;  patient  recovered.     The  case  is  recorded 
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in  the  American  Journal  of  the  Medical  Sciences,  vol.  97,  page  579. 
A  case  by  Dr.  Berg,  in  Centrbl.f.  6^^«.,  January  28,  1890.  A  female, 
sick  fifteen  years,  who  had  passed  about  twenty  small  calculi.  Tem- 
porary relief  followed,  and  then  very  severe  dysuria  set  in.  By  aid  of 
the  sound,  stone  in  the  bladder  was  detected.  The  urethra  was  dilated, 
the  finger  introduced,  and  it  was  found  that  a  calculus  was  impacted 
in  the  right  uretei ,  the  point  projecting  into  the  bladder;  the  bladder 
was  opened  from  the  vagina  and  the  stone  extracted  without  difficulty. 
And  a  case  by  Dr.  A.  T.  Cabot,  reported  in  the  Boston  Med.  and 
Sur^.  Jour.,  September  11,  1890,  in  which  he  removed  a  stone  from 
the  ureter,  two  inches  below  the  kidney,  by  the  lumbar  section  only. 

(The  author  has  overlooked  the  case  reported  by  Mr.  Twynam,  of 
Sydney,  in  the  Z««^^/ of  February  i,  1890,  in  which  an  explorative 
laparotomy  revealed  a  calculus  in  the  ureter,  which  was  removed  three 
weeks  later  through  an  incision  in  the  groin,  as  if  for  the  ligation  of  the 
common  iliac  artery.  See  Annals,  July,  1890,  p.  74.     Ed.) 

—  Medical  Record,  October  18,  1890. 

II.  Report  of  18  Cases  of  Suprapubic  Lithotomy,  With 
Immediate  Suture  of  the  Bladder  in  10;  Drainage  in  8,  and 
with  Prostatectomy  in  4.  By  A.  W.  Mayo  Robson,  F.R.C.S. 
(Leeds.)  The  author  advocates  suprapubic  cystotomy  for  the  removal 
of  all  vesical  calculi  that  are  judged  to  be  unsuitable  for  lithotrity,  for 
these  reasons: 

a.  The  operation  can  be  carried  out  with  scientific  accuracy  and 
certainty;  the  anatomical  relations  of  the  parts  varying  so  little  that 
with  ordinary  care  there  is  no  danger  of  making  a  mistake. 

b.  It  can  be  performed  with  safety  by  surgeons  who  have  only  oc- 
casionally to  perform  lithotomy. 

c.  It  is  the  only  operation  universally  applicable  to  every  size  of 
stone. 

d.  It  can  be  performed  antiseptically,  and  the  parts  can  be  kept 
aseptic. 

e.  In  old  subjects,  the  interior  of  the  bladder  can  be  thoroughly 
explored,  and  if  necessary  an  enlarged  middle  lobe  of  the  prostate  can 
be  removed  at  the  same  time. 
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/.  In  a  sacculated  bladder,  it  is  the  only  method  by  which  the 
bladder  can  with  certainty  be  cleared. 

g.  In  a  healthy  bladder,  the  vesical  wound  can  be  closed  with  cer- 
tainty and  safety,  and  where  the  bladder  is  not  healthy,  or  where  for 
some  reason  or  other  it  is  not  thought  desirable  to  close  it  at  once, 
drainage  can  be  employed. 

The  only  disadvantages — its  taking  rather  longer  and  giving  a 
little  more  trouble  -are  not  of  much  moment  in  these  days,  when 
anaesthetics  and  detail  in  surgery  are  the  rule. 

As  to  the  details  of  the  operation,  Robson,  if  there  by  cystitis, 
washes  out  the  bladder  with  a  warm  solution  of  boracic  acid  {.V  ounce 
to  a  pint)  before  beginning  the  operation.  After  drawing  off  the  urine, 
the  catheter  is  retained  until  the  rectal  bag  is  introduced  and  dis- 
tended, as  otherwise  it  may  be  difficult  to  insert  a  catheter  after  the 
rectal  bag  is  full. 

In  distending  the  rectal  bag,  which  is  introduced  by  someone  not 
otherwise  helping  in  the  operation,  he  usually  injects  about  3  ounces 
of  water  in  young  children,  and  8  to  10  ounces  in  adults,  using  less  at 
times,  but  very  seldom  exceeding  that  amount,  thus  avoiding  the  dan- 
gers of  over-distension;  moreover,  as  pointed  out  by  Dr.  Gar.son,  to 
inject  a  large  amount  into  the  rectum  defeats  the  object  for  which  it 
is  introduced,  namely,  the  making  prominent  the  bladder.  As  regards 
distending  the  bladder,  he  is  content  when  he  can  feel  the  rounded 
outline  of  the  bladder  between  the  pubes  and  the  umbilicus;  usually 
about  5  ounces  in  children,  and  10  to  15  ounces  in  adults  is  required. 
Boracic  solution  is  invariably  used.  After  the  bladder  is  distended 
the  catheter  is  withdrawn  and  a  piece  of  tape  tied  round  the  penis  to 
prevent  the  fluid  returning. 

•With  regard  to  suturing  the  bladder,  his  first  case,  which  was  operated 
on  in  1886,  was  up  and  well  at  the  end  of  the  week,  the  catheter 
never  being  employed  after  the  operation. 

Ten  of  the  series  were  treated  by  immediate  suture  of  the  bladder; 
and  out  of  this  number  in  only  one  did  the  suture  give  way.  In  this 
case  the  bladder  was  so  deep  as  to  be  almost  out  of  reach  of  the  finger, 
and  the  wound  was  closed  imperfectly,  but    the  drainage  tube,  placed 
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between  the  edges  of  the  linea  alba,  effectually  prevented  extravasa- 
tion. This  case  was  the  only  one  in  which  the  catheter  was  employed 
after  suturing  the  bladder. 

The  sutures  employed  were  No.  oo  chromicised  catgut,  which  were 
passed  through  the  outer  coats  of  the  bladder,  avoiding  the  mucous 
membrane.  The  contmuous  suture  was  not  employed.  It  simplifies 
the  manipulations  if  a  temporary  suture  be  passed  through  the  outer 
tissues  of  the  bladder  on  each  side  of  the  intended  incision  before  it  is 
opened;  the  edges  of  the  wound  in  the  empty  bladder  can  then  be 
brought  up  close  to  the  external  wound.  The  patient  is  encouraged 
to  pass  his  urine  afterwards  unaided  by  the  catheter,  and,  as  a  rule, 
there  is  no  difficulty. 

As  a  rule,  it  is  a  wise  precaution  to  introduce  a  small  tube  super- 
ficially. Immediate  suture  of  the  bladder  is  especially  applicable,  and 
is  very  easy  in  young  adults  and  children,  and  in  thin  persons  gen- 
erally. Where  there  is  an  accumulation  of  fat  in  the  abdominal  walls 
it  is  feasible  but  more  difficult  to  accomplish,  since  the  bladder  is  a 
long  way  from  the  surface. 

The  bladder  should  not  be  sutured  in  cases  of  cystitis  or  where  the 
edges  of  the  vesical  wound  are  bruised,  as  in  the  extraction  of  a  very 
large  stone  or  in  the  manipulations  necessary  for  the  removal  of  an 
enlarged  prostate.  After  draining  the  bladder,  it  hastens  recovery 
and  promotes  the  healing  of  the  wound  to  allow  the  patient  to  get  out 
of  bed  as  early  as  is  consistent  with  his  general  condition  — often  at  the 
end  of  the  first  or  in  the  second  week — and  then  the  edges  of  the  ab- 
dominal wound  can  be  drawn  together  with  strapping. 

The  following  is  a  synopsis  of  the  cases  in  which  prostatectomy  as 
well  as  suprapubic  lithotomy  was  performed: 

I.  B.  H.,  aet.  67  years.  History  of  stone  for  four  years.  Urine 
normal.  December  15,  1887,  suprapubic  lithotomy  performed;  12- 
ounces  of  water  in  rectum;  10  ounces  of  boracic  solution  in  bladder. 
Lithic  acid  stone  removed  weighing  322  grains,  and  measuring  2  inches 
in  length.  Middle  lobe  of  prostate  removed;  drainage  tube  inserted 
December  21.     Tube  removed  December  24;  urine  passed  by  urethra. 
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January   31,     made  out-patient.     Patient   at   present   time    in    good 
health  and  working  at  his  old  occupation. 

2.  J.  B.,  set.  63  years:  admitted  June  6.  Symptoms  of  stone  for 
eight  years.  Sixty-five  ounces  of  alkaline  urine  removed.  June  6. 
Suprapubic  lithotomy  performed;  10  ounces  of  water  in  the  rectum;  12 
ounces  of  boracic  solution  in  the  bladder.  Fifty  calculi  removed, 
largest  \\  inches  long.  Two  masses  of  adenoid  tissue  removed  from 
either  side  of  urethral  orifice.  Drainage  tube  inserted  June  9;  tube 
removed  August  3.  Patient  discharged  cured,  and  is  at  present  time 
quite  well. 

3.  C.  E.,  set.  62  years.  Symptoms  for  several  years.  September, 
1888.  Middle  lobe  of  prostate  and  three  facetted  calculi,  about  the 
size  of  large  filberts,  removed.  Bladder  drained.  Patient  now  in 
perfect  health,  and  performing  his  duties  as  a  working  man. 

4.  J.  W.,  set.  66  years.  Four  years'  history;  catheter  life  greater 
part  of  time.  Negatively  sounded  for  stone  on  several  occasions  by 
experienced  surgeons  March  22,  1890.  Suprapubic  cystotomy  per- 
formed; 6  ounces  water  in  rectal  bag,  and  12  ounces  boracic  solution 
in  bladder;  three  stones  removed  from  pouch  behind  prostate,  one  the 
size  of  a  pigeon's  egg,  two  the  size  of  sparrows'  eggs;  middle  lobe  of 
prostate  also  removed;  bladder  drained;  tube  removed  on  fourth  day, 
Patient  up  in  second  week;  wound  healed  within  month,  and  urine 
passed  naturally.  Some  cystitis  still  persisted  in  July,  but  otherwise 
the  patient  was  well. — British  Medical  Journal,  Oct.  11,  1890. 

BONES,  JOINTS,  ORTHOP/EDIC. 

I.  Operation  for  Spina  Bifida.  By  Dr.  Borelius.  The 
writer  communicates  a  case  ot  spina  bifida,  operated  on  with  success 
and  as  the  number  of  cases,  which  have  been  cured  by  operation  is, 
in  Scandinavia,  especially  small,  it  deserves  mention. 

The  patient  was  a  child,  a^t.  10  months,  well  developed  physically  as 
well  as  mentally;  there  was  no  hydrocephalus,  complete  anaesthesia  of 
both  legs  was  present;  the  left  leg  was  flabby  and  paralytic  and  at  the 
same  time  the  child  suffered  from  incontinence  of  urine  and  faeces.  The 
tumor  was  of  the  size  of  a  goose-egg  and  situated  in   the  lumbo-sacral 
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region;  it  was  covered,  except  two  or  three  centimetres  up  from  the 
base,  with  abnormally  thickened  and  hairy  skin,  its  top  on  the  con- 
trary with  a  bluish  red  membranous  and  translucent  integument  The 
tumor  was  hard,  tense  and  elastic;  no  nerve-tissue  could  be  seen 
through  its  covering. 

The  child  was  chloroformed  and  two  cutaneous  flaps  were  dissected 
off  upon  both  sides,  down  to  the  base  of  the  tumor,  which  could  be 
done  without  opening  the  sac.  This  was  then  evacuated  by  slow 
aspiration  and  opened  by  a  little  incision  upon  the  summit  No  nerve- 
elements  were  to  be  seen.  The  defect  in  the  spinal  column  wa.s  of  the 
size  of  a  cent-piece,  the  tumor  being  therefore  a  pure  meningocele. 
The  meningocele-sac  was  dissected  down  to  the  opening  in  the  spinal 
column  and  the  greatest  [)ortion  extirpated;  the  remainder  was  care- 
fully sutured  with  silk  and  the  skin-flaps  united  by  a  continuous  suture. 
Healing  did  not  lake  place  completely  by  first  intention  as  for  a  short 
time  there  was  some  suppuration,  but  otherwise  the  course  was  un- 
eventful. A  definite  result,  however,  could  not  be  obtained  as  the 
child,  later  on,  was  at-  tacked  by  measles  and  died. 

The  usual  course  of  a  spina  bifida,  left  to  itself,  is  that  the  tumor  grows 
little  by  litde,  the  tension  increases  and  finally  it  bursts,  either  spon- 
taneously or  from  traumatism.  The  child  then,  as  a  rule,  dies  im- 
mediately in  general  convulsions  in  consequence  of  the  rupture.  If 
the  child  survives  secondary  sup[)uration  attacks  the  sac,  with  infec- 
tious meningitis  or  myelitis  as  a  cause  of  death.  Such  children  rarely 
survive  the  first  year  of  their  lite  for  spontaneous  healing  after  rupture 
is  one  of  the  rarest  terminations.  The  writer  observes  that  he  has  only 
found  one  such  case  in  the  literature  and  observed  a  second  at 
Thiersch's  clinic,  in  Leipsic. 

[i.  Tix.N^xo\\x^\>ox\.f>\\\\\\^  Archiv.  General,  de  Med  ,  May.  1883, 
a  case  where  spontaneous  opening  of  the  sac,  followed  by  recovery, 
took  place.  The  patient  was  a  child,  oet.  10  years,  with  a  sacral  tumor 
of  the  size  ot  an  apple.  The  tumor  increased  in  size,  the  skin  mortified, 
the  meningocele  opened  and  cerebro  spinal  fl  lid  escaped.  The  child 
was  kept  twenty  days  in  the  ventral  position,  the   tu  nor  gradually  de- 
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creased  to  the  size  of  a  nut  and  finally,  after  a  few  months,  it,  upon 
employment  of  pressure,  disappeared  entirely  and  the  opening  into  ttie 
spinal  column  closed  entirely. 

2.  Mr.  Glutton  reported  in  the  London  Lancet,  January  i6,  1886, 
p.  108,  a  case  of  spontaneous  recovery  from  a  large  cervical  spina 
bifida. 

3.  R.  A.  D.  Lithgow  communicates  in  the  Brit.  Med.  /our.,  Feb- 
ruary II,  1882,  a  case  of  spontaneous  cure  of  a  lumbar  spina  bifida. — 
Reporter.] — HoApitals-Tidende,  R.  vii.  No.  47. 

F   H.  Pritcharu  (Boston). 

II.  On  Changes  in  the  Epiphyseal  Cartilage  After  Ex- 
articulation.  By  Dr.  Mikhail  I.  Drujinin  (Moscow,  Russia). 
To  study  the  subject  the  author  has  carried  out  a  series  of  experiments 
on  dogs  in  Prof.  N.  P.  Ivanovsky's  laboratory  (St.  Petersburg).  The 
experiments  consisted  in  amputation  of  the  leg  through  the  knee  joint 
under  strictest  antiseptic  precautions.  In  from  7  days  to  6  months  af- 
ter the  operation  the  animals  were  killed,  and  the  joint  examined  both 
macroscopically  and  microscopically.  The  principal  outcome  of  the 
research  may  be  given  as  follows:  i.  After  exarticulation  performed 
under  all  antiseptic  precautions,  the  epiphyseal  cartilage  undergoes 
ossification,  which  proceeds  in  a  normal  or  physiological  way.  2.  In 
such  cases  where  the  synovial  membrane  has  been  stripped  off,  the  os- 
sification begins  within  first  few  days  after  the  operation.  3.  The  first 
stage  of  the  process  consists  in  vascularization,  the  new  blood-vessels 
starting  from  the  adjacent  bone  and  gradually  advancing  toward  the 
free  surface  of  the  cartilage  to  pierce  the  latter  through  and  through. 
4.  The  first  phenomena  of  ossification  made  their  appearance  about 
the  walls  of  cavities  containing  the  new  vascular  plexus.  5.  Very 
soon  after  exarticulation,  cartilage  corpuscles  undergo  proliferation  and 
lose  their  physiological  grouping  in  regular  rows.  In  later  stages,  they 
form  small  islets  scattered  here  and  there  at  a  long  distance  one  from 
another.  6.  From  the  beginning  to  the  end,  the  interstitial  substance 
of  the  cartilage  retains  its  hyaline  character  and,  generally,  does  not 
show  any  alterations  whatever  (neither  splitting  into  fibres  nor   trans- 
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formation  into  a  fibroid  cartilage  is  ever  observed).  7.  For  a  long 
time  the  free  surface  of  the  cartilage  remains  smooth  and  even,  while 
later  on  it  becomes  firmly  adherent  to  a  newly  formed  connective  tis- 
sue. 8.  The  latter  subsequently  transforms  into  a  dense  periosteal 
connection  tissue.  It  is  a  product  of  a  progressive  development  of 
granulative  tissue  which  appears  shortly  after  the  operation  to  form  a 
lining  tor  the  articular  cartilage.  9.  The  adjacent  old  epiphyseal 
bone  with  time  becomes  softer  and  more  porous.  10.  The  newly  formed 
bone  is  dense  and  has  a  perfectly  normal  appearance.  11  Such  por- 
tions of  the  epiphyseal  cartilage  as  have  retained  their  synovial  lining 
do  not  show  any  macroscopical  deviations  from  tne  normal.  12.  When 
examined  microscopically,  such  cartilage  proves  to  present  but  quite 
trifling  alterations.  In  fact,  the  changes,  found  therein  6  months  af- 
ter exarticulation,  resembles  those  that  are  detected  in  a  bare  carti- 
lage within  few  days  after  the  operation.  —  St.  Petersburg  Inaugural 
Dissertation,  1889,  No.  6,  pp.  69,  with  8  figs. 

Valerius  Idelson  (Berne). 

III.  The  Treatment  of  Tubercular  Joint  Disease  with 
Iodoform  Injections.  By  Dr.  Krause  (Halle).  Author  has 
treated  severe  forms  of  tubercular  joint  disease  with  a  10%  solution  of 
iodoform  in  glycerine,  or  a  10%  watery  suspension.  Of  60  cases  of 
disease  of  various  joints  23  were  cured  permanently.  Improvement 
resulted  in  the  majority  of  cases.  In  isolated  cases  arthrectomy  or 
amputation  had  to  be  resorted  to  later.  The  best  results  by  far  were 
attained  in  the  knee  and  wrist  joints.  In  aged  persons  severe  tuber- 
culosis of  the  wrist  joint  otherwise  necessitating  amputation  made  as- 
tonishing improvement  with  the  treatment,  even  when  lung  phthisis 
was  progressing.  In  the  knee  joint  cure  resulted  in  some  cases  with 
mobility  of  the  knee  joint,  even  in  patients  beyond  40  years  of  age.  In 
the  hip  joint  recovery  resulted  in  most  cases  with  ankylosis,  though  in 
one  or  two  exceptional  cases  the  mobility  of  the  joint  was  retained. 
The  cures  of  the  hip  joint  include  some  of  the  most  severe  forms  of 
coxitis  with  luxations,  v.  Volkmann  was  of  the  opinion  that  in  the 
poorer  classes  in  whom  it  is  impracticable  to  carry    out    an    extended 
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after-treatment,  ankylosis  with  a  certain  degree  of  abduction  was  de- 
sirable. The  treatment  of  the  iodoform  injections  is  easily  carried  out, 
for  it  is  only  necessary  for  the  patient  to  remain  in  observation  a  few 
days  after  injection.  After  the  first  injection  it  is  more  difficult  on  ac- 
count of  the  resistance  to  make  subsequent  ones. 

There  is,  evidently,  after  the  first  injection  cicatrization  of  the  soft 
parts,  with  shrinking  of  the  same,  tending  to  cure  and  diminution  in 
the  size  of  the  joint.  The  pain  disappears  very  rapidly  with  this  treat- 
ment, and  the  general  condition  of  the  patient  improves.  If  there  be 
intra-  or  peri-articular  abscesses,  the  same  are  evacuated  with  a  large 
trocar  and  their  cavities  irrigated  with  boracic  acid  until  all  clots  are 
washed  out;  then  the  iodoform  injection  is  made.  Should  no  abscess 
exist,  then  injection  is  made  direct  into  the  joint  witi  a  trocar;  after 
this  gauze  is  placed  over  the  perforation  made  by  the  trocar,  and  pas- 
sive motion  employed;  this,  with  massage,  distributes  the  iodoform  uni- 
formly throughout  the  joint.  In  the  wrist  joint  the  trocar  is  entered 
at  the  processus  styloidei  radii  and  ulnae,  with  the  elbow  joint  at  the 
capitulum  radii,  with  the  shoulders  external  to  the  corocoideus,  or  at 
the  junction  of  the  acromion  with  the  spine  of  the  scapula.  An  en- 
trance into  the  hip  joint  is  best  made  with  a  long  trocar  (7  to  9  cm.)  at 
the  great  trochanter,  the  patient  lying  upon  the  back.  Flexion  of  the 
joint  is  to  be  avoided.  The  thigh  is  best  adducted  and  rotated  in- 
ward. The  trocar  is  passed  in  at  the  superior  border  of  the  great 
trocanter  about  its  mid-point,  the  instrument  is  forced  inward  per- 
pendicularly to  the  axis  of  the  shaft  of  the  femur  until  bone  is  felt;  this 
is  the  neck  of  the  femur;  the  limb  is  now  adducted  and  the  trocar 
passed  farther  inward  until  bone  is  felt  a  second  time;  this  is  the  space 
between  the  head  of  the  femur  and  the  acetabulum;  the  needle  of  the 
trocar  is  now  withdrawn  and  the  injection  made.  The  knee  joint  is  en- 
tered in  the  usual  way.  The  ankle  joint  is  entered  close  underneath 
the  malleolar  process  of  tibia  or  fibula. — Beilage  zur  Centr.f.  Chir., 
1890,  No.  25 

IV,     Fractures   of  the  Leg  Produced    During  Birth.     By 

Dr.  BiNGNER  (Marburg).     Author  directed  attention  to  a  peculiar  form 
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ot  diaphyseal  fracture  of  the  leg  produred  during  birth,  and  which  has 
hitherto  been  but  little  described.  These  fractures  are  not  only  typi- 
cal in  the  symptoms  they  produce,  but  their  peculiarities  are  explained 
by  the  manner  in  which  they  originate.  They  have  led  to  the  severest 
forms  of  ];seudarthrosis,  which  have  resisted  all  modes  of  treatment. 
In  the  clinic  at  Halle  there  have  occurred  5  diaphyseal  fractures  of 
the  leg  produced  intra-partum.  They  were  mostly  produced  by  forced 
extraction  in  delivery.  Traction  on  the  feet  fractured  the  tibia  and  fib- 
ula in  the  inferior  ha'f  of  the  diaphysis.  Traction  being  exerted  in  an 
exactly  opposite  direction  (antagonistic)  to  that  exerted  by  the  con- 
tracting muscle  of  the  calf,  an  indirect  fracture  results,  a  dislocatio  ad 
axia,  the  angle  closed  anteriorly  and  open  posteriorly.  The  defective 
treatment  is  principally  responsible  for  the  subsequent  pseudarthroses, 
and  secondly  the  oblique  character  and  the  rebellious  angular  detorm- 
ity  of  the  fracture.  The  latter  is  perpetuated  partly  because,  at 
the  point  of  fracture,  a  piece  of  bone  was  sprung  out,  of  wedge-like 
shape,  whose  base  corresponding  to  the  concavity  lay  posteriorly,  and 
in  part  because  the  quadriceps  femoris,  acting  on  the  upper  fragment, 
drew  this  upward,  while  the  lower  fragment  was  drawn  posteriorly  by 
the  muscle  of  the  calf.  The  sott  parts  interposing  and  the  fragments 
riding  past  each  other  also  contributed  toward  producing  the  pseudar- 
throsis.  The  union  was  compromised  in  all  cases  and  the  fragments 
were  united  by  fibrous  bands  or  individually  cicatrized.  At  the  same 
time  great  atrophy  of  the  fractured  ends  of  the  fragments  resulted. 
The  conical  or  finely-pointed  extremities  scarcely  touched  each  other. 
The  atrophy  was  so  great  that  considerable  extent  of  the  continuity  of 
the  bone  was  in  time  lacking.  The  bones  became  so  thin  and  soft 
through  rarefying  osteitis  that  not  infrequently  they  could  be  cut  with 
knife  and  scissors.  Atrophy  of  the  soft  parts  through  inactivity  and 
considerably  retarded  development  of  the  extremity  completed  the 
characteristic  picture  of  the  disease.  Naturally,  the  limb  so  af- 
fected by  pseudarthrosis  was  compromised  in  its  function  to  an  extent 
as  to  be  entirely  useless.  Author  recommended  the  following  treat- 
ment: 

I.  The  hitherto  simple  transverse  osteotomy,  or  the  wedge    osteot- 
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omy,  is  replaced  by  an  oblique  longitudinal  osteotomy,  an  oblique  re- 
section of  the  ends  of  the  fragments.  By  this  means  the  fragments 
may  be  united  by  surfaces  as  broad  as  possible  with  the  least  short- 
ening. 

2.  After  suture  of  the  bony  fragments  to  obtain  union  by  granula- 
tion rather  than  primary  intention.  In  this  way  to  call  forth  marked 
reaction  of  the  peiiosteum. 

3.  To  dispense  for  the  same  reason  with  the  plaster-of- Paris  band- 
age in  these  cases.  This  is  replaced  by  splint  which  remains  day  and 
night  on  the  patient,  and  which  favors  ihe  early  active  exercise  of  the 
limb.  The  most  important  thing,  however,  is  to  recognize  these  frac- 
tures early,  and  to  treat  them  correctly.  They  should  be  treated  with 
splint  as  soon  post-partum  as  possible.  Pseudarthrosis  is  prevented 
by  exact  apposition  of  fragments,  and  in  order  to  carry  out  the  above, 
the  occurrence  of  these  fractures  should  be  always  kept  in  mind. — 
Beilagezur  Centr.  f.  Chir.,  No.  25,  1890. 

Henry  Koplik  (New  York). 

V.  Guermonprez'  Method  of  Reduction  of  Backward 
Dislocation  of  the  Femur.  By  Dr.  Catoir  (Paris).  The  method 
is  described  as  follows:  The  pelvis  is  fixed  by  the  left  hand  of  the  op- 
erator, placed  upon  the  iliac  spine,  the  right  hand  then  grasps  the  leg, 
the  knee  being  in  a  position  of  extreme  flexion,  and  forcibly  flexes  the 
thigh,  slightly  adducted,  until  its  anterior  surface  rests  upon  the  abdo- 
men. To  and  fro  movements  in  the  direction  of  inward  and  outward 
rotation  are  now  executed,  until  the  head  of  the  femur  rests  against 
the  edge  of  the  acetabulum,  when  direct  pressure  either  by  means  of 
the  hand  of  an  assistant,  or,  according  to  Catoir,  the  knee  of  the  opera- 
tor, completes  the  reduction.  During  this  last  portion  of  the  manipu- 
lation the  extreme  flexion  of  the  thigh  upon  the  abdomen  should  be 
somewhat  relaxed. 

The  method  finds  its  most  practical  application  in  old  cases  and 
particularly  in  those  in  which  the  operator  is  without  proper  assistance. 
Guermonprez  employed  it  in  an  eight  weeks'  old  iliac  luxation,  under 
an  anaesthetic,  having  the  day  previous  to  the  reduction,   and  without 
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an  anaesthetic,  rendered  the  femur  head  mobile  by  means  of  move- 
ments of  flexion. —  These  de  Paris,  1889. 

VI.  Ischiatic  Arthrotomy  and  Resection  of  the  Hip- 
Joint.  By  Dr.  A.  Bidder  (Germany).  In  view  of  the  occasional 
occurrence  of  instances  in  which  the  head  and  neck  of  the  femur  are 
free  from  disease,  while  the  acetabulum  is  the  seat  of  tuberculous  and 
other  diseased  processes,  Bidder  proposes,  in  order  to  avoid  the  neces- 
sity of  sacrificing  the  former,  while  the  acetabular  affection  is  rendered 
easily  accessible,  the  following  method  of  procedure: 

The  patient  is  placed  in  a  semi-prone  position,  the  hip-joint  of  the 
diseased  side  at  an  obtuse  angle,  and  the  knee-joint  of  the  same  limb 
flexed  at  a  sharp,  or  at  the  least,  a  right  angle.  Somewhat  below  the 
crista-ihi,  and  from  i  to  2  cms.  removed  from  the  posterior  superior 
spine  the  knife  is  entered  and  carried  in  a  straight  line  to  the 
posterior  edge  of  the  trochanter  major,  and  somewhat  below  its  base. 
After  incising  the  gluteus  maximus  a  fascia  is  found  through  which  may 
be  seen  the  boundary  between  the  gluteus  medius  and  pyriformis.  The 
tendon  of  the  latter  is  divided  at  the  lower  portion  of  the  wound.  By 
dissection  and  retraction  combined  the  neck  of  the  femur  and  edges  of 
the  acetabulum  are  reached  by  following  the  edge  of  the  gluteus  mini- 
mus. In  this  manner  the  entire  region  between  the  lower  edges  of 
the  great  sciatic  notch  and  the  trochanter  is  cleared.  Further  above 
the  gluteus  medius  and  pyriformis  are  detached  from  each  other,  the 
superior  gluteal  artery  and  accompanying  vein  are  to  be  isolated  and 
ligatured,  the  gluteal  nerve,  however,  being  carefully  separated  and 
retracted  in  an  upward  direction. 

The  arthrotomy  is  commenced  by  an  osteo-plastic  resection  of  the 
trochanter,  the  latter  being  separated  by  a  chisel,  but  allowed  to  re- 
main attached  to  the  soft  parts,  the  latter  being  loosened  from  the 
digital  fossa  in  such  a  manner  as  to  permit  of  the  detached  bony  por- 
tion being  pushed  well  forward.  If  the  femur  is  found  to  be  healthy, 
but  the  acetabulum  diseased  or  perforated,  the  diseased  mass  is  re- 
moved as  far  as  possible.  An  incision  in  the  periosteum  is  now  made 
along  the  half  moon  shaped  edge  at  the  site  of  the  great  sciatic  notch. 
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loosens  the  same  from  the  surface  of  the  pelvis,  until  the  acetabulum 
is  reached.  Should  more  room  be  necessary,  the  bony  edge  of  the 
latter  is  chiselled  away  The  operation  is  completed  by  replacing  the 
head  of  the  femur,  and  by  fixing  the  detached  trochanter,  still  attached 
to  the  soft  parts,  to  the  shaft  of  the  femur,  and  by  establishing  proper 
drainage,  the  tube  passing  to  the  acetabulum  itself  being  led  out 
through  the  sciatic  notch. 

In  case  of  necessity  existing  for  the  removal  of  the  head  and  neck 
of  the  femur,  the  trochanter  should  not  be  spared,  inasmuch  as  it  is 
better  to  permit  the  muscular  attachments  to  find  their  own  proper 
limit  of  attachment  in  case  of  considerable  shortening  of  the  column 
of  the  thigh. — Archiv.f.  kltfi.  Chir.,  bd.  xxxix,  p.  742. 

George  R.  Fowler  (Brooklyn). 

VII.  On  Conservative  and  Operative  Treatment  of 
Tuberculosis    of  Bones    and  Joints.      By  Dr.    Bronislaw  S. 


Total  number  of  cases 

Male 

Female 

Under  lo  years  of  age 

From  II  to  20  yrs.  of  age 
From  21  to  30  "  " 
From  31  to  40  "  " 
From  41  to  50  "  " 
From  51  to  60  "  " 
From  61  to  70    "         " 


Bocly  =  43 

(15.7  per 
cent.) 


Upper  limb  =  43  (15.7 
per  ce   t.) 


Lower  limb  =  173  (68.9  per 
cent.) 


272 
182 
90 
64 
76 
95 
24 
9 


KozLOWSKi  (Kiev,  Russia).    The  author  contributes  a  valuable  mono- 
graph on  this  highly  important  subject,  based  on  272  cases  from  Pro- 
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fessors  I.  I.  Nasiloff' s  and  Bogdanovsky's  clinics,  in  St.  Petersburg. 
The  preceding  table  shows  the  distribution  of  the  material  in  regard  to 
the  part  affected  and  the  patient's  sex  and  age: 

Of  the  272  cases,  105  (34.9%)  were  cured;  94  (34.5%)  improved; 
51  (18.7%)  obtained  no  relief,  and  22  (8%)  died;  therefore  a  "favora- 
ble" issue  was  observed  in  199  (73.5%)  cases,  an  "unfavorable"  in  73 
(26.8%).  Cases  of  disease  of  the  vertebral  column,  humerus,  fore- 
arm, pelvis,  femur  and  leg  were  treated  after  conservative  methods 
alone;  those  of  articular  affections  and  of  bones  of  the  hand  and  foot, 
after  both  conservative  and  operative  ones.  Of  216  conservative 
cases,  70  (32  1%)  were  cured;  87  (40.3%)  "improved");  43  (20.1%) 
obtained  no  benefit;  and  16  (7.3%)  died;  on  the  whole,  therefore,  a 
"favorable"  issue  was  observed  in  158  (72.4%)  cases,  an  "unfavora- 
ble" in  59  (27%).  Of  56  operative  cases,  36  (64.8%)  were  cured;  6 
(11.1%)  "improved";  8  (12.9%)  obtained  no  relief;  and  6(11.1%) 
died;  that  is,  a  "favorable"  issue  was  noticed  in  42  (75.9%)  cases;  an 
"unfavorable"  in  13  (24%).  The  following  table  gives  the  result  (in 
per  cent  figures)  obtained  in  the  group  treated  after  conservative 
methods  alone: 


Spine  

Humerus 

Forearm 

Pelvis 

Femur. 

Leg 

Multiple  Lesions 


Favorable  Issue. 

Unfavorable  Issue 

73-5 

26.5 

75 

25 

100 

• 

75 

25 

85.7 

M.3 

80 

20 

46.6 

53-4 

The  comparative  results  obtained  in  the  other  group  where  both 
operative  and  conservative  methods  were  employed  may  be  seen  from 
his  table: 
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Favorable  Issue. 


Unfavorable  Issue. 


Chest. 
Shoulderjoint 

Elbow 

Hand 

Hip-joint. . .. 

Kneft-joint. . 

Foot 


Conservative  Cases. 

Operative   Cases. 

Conservative  Cases. 

Operative  Cases. 

7'-5 

100 

28.5 

75 

100 

25 

80 

85.7 

20 

14-3 

SO 

66.6 

50 

33-4 

71.4 

57 

28.6 

43 

83.1 

60 

16.9 

40 

58.3 

83.3 

41-7 

16.7 

The  latter  figures  show,  therefore,  that  in  tubercular  disease  of  the 
hip  and  knee  joints  a  conservative  treatment  proves  to  be  more  suc- 
cessful than  an  operative  one,  while  in  affections  of  the  elbow  joint, 
hand,  and  more  especially,  foot,  the  reverse  is  the  case.  Another  more 
elaborate  table  (which  we  omit  on  account  of  space)  points  out  that 
I,  a  conservative  treatment  of  affections  of  the  spine,  chest,  shoulder- 
joint,  humerus,  hip-  and  knee-joints  in  children  is  followed  by  much 
better  results  than  in  adults;  2,  but  in  the  case  of  the  elbow-joint  and 
hand,  adults  obtain  more  benefit  than  children;  3,  an  operative  treat- 
ment of  affections  of  the  elbow,  knee  and  hip-joints  in  adults  proves 
more  beneficial  than  in  children;  4,  an  operative  treatment  ot  the  dis- 
ease of  the  foot  gives  equal  results  in  all  ages. 

The  general  conclusions  drawn  by  the  author  from  his  own  clinical 
researches  and  the  study  of  international  literature  (202  works  of 
American,  British,  Dutch,  French,  German,  Greek,  Italian,  Polish, 
Russian  and  Swedish  authors)  may  be  condensed  as  follows: 

1.  In  children,  conservative  methods  should  be  preferred  to 
operative  ones  even  in  the  presence  of  suppuration  and  disorganization 
of  the  joint.  Such  treatment  gives  by  far  the  superior  results  in  regard 
both  to  the  patient's  life  and  usefulness  of  the  limb. 

2.  An  operative  treatment  in  children  may  be  indicated  only  in 
such  cases  of  articular  tuberculosis  of  the  upper  limb  where  very  con- 
siderable suppuration  and  disorganization  of  the  joint  are  present.     Be 
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the  operation  decided  upon,  all  possible  attempts  at  preserving  epiphy- 
seal cartilages  should  be  made  in  order  to  prevent  a  consecutive  short- 
ening of  the  limb. 

3.  In  adults,  a  conservative  treatment  should  be  preferred  in  all 
cases  where  no  suppuration  and  disorganization  of  the  joint  have  yet 
set  in. 

4.  An  operative  treatment  in  adults  is  indicated  only  in  the  pres- 
ence of  suppuration  and  disorganization  of  the  joint,  though  even  here 
a  conservative  method  should  be  preferred  as  soon  as  the  lesion  is  limit- 
ed to  some  circumscribed  foci. 

5.  As  far  as  adults  are  concerned,  in  the  case  of  upper  limbs  re- 
section is  followed  by  more  satisfactory  functional  results  than  a  con 
servative  treatment,  but  in  the  case  ef  the  lower  limbs  conservative 
methods  prove  more  successful  than  operative  ones. 

6.  In  cases  of  multiple  tubercular  lesions  of  bones  and  joints,  a 
local  treatment  alone  utterly  fails  to  cure  the  patient.  It  can  prove 
beneficial  only  when  combined  with  an  appropriate  general  treatment. 

7.  A  conservative  treatment  of  osseous  and  articular  tuberculosis 
deserves  most  careful  attention  of  the  profession.  All  conservative 
cases  should  be  published  by  surgeons  as  systematically,  and  described 
as  carefully,  as  those  treated  after  operative  methods. 

It  will  not  be  superfluous  to  add  that  Dr.  Kozlowski  appUes  his 
term  ''operative  methods"  solely  to  amputations,  disarticulations,  resec- 
tions, and  arthrectomy,  while  his  "conservative  methods"  include,  be- 
sides constitutional  treatment  (climatic,  hydrotherapeutic,  etc.),  a  local 
one  by  cold,  heat  (<?.  g..  Professor  Nasiloff's  scalding-hot  compresses,) 
rubefacients,  vesicants,  derivants,  immobilization,  extension,  mas- 
sage, electricity,  tapping  the  joint,  intra-articular  injections  (of  iodo- 
form, iodine,  tannin,  phosphate  of  calcium,  Peruvian  balsam,  etc.,) 
arthrotomy  with  antiseptic  irrigations  and  drainage,  and  ignipuncture. 
— St.  Petersburg  Inaugural  Dissertation^  1890,  No.  57,  p.  327. 

Valerius  Idrlson  (Berne). 

VIII.  On  Retardation  in  the  Longitudinal  Growth  of 
the  Radius  After  Traumatic  Separation   of  the    Epiphysis. 
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By  Dr.  W.  Stehr  (Tubingen).  In  1881,  Bruns,  in  his  work  on  frac- 
tures, presented  a  collection  of  13  cases  of  consecutive  retardation  i> 
longitudinal  growth  after  separation  of  an  epiphysis.  Since  then  8 
further  cases  have  been  published  by  observers.  Of  these  21  cases  10 
were  of  the  lower  epiphysis  of  the  radius,  6  of  the  upper  humeral,  2 
each  of  the  lower  ulnar  and  femoral,  and  i  of  the  lower  tibial. 

That  this  retardation  by  far  most  frequently  follows  separation  of 
the  lower  radial  epiphysis  is  further  shown  by  the  3  cases  of  this  kind 
since  observed  in  Bruns'  clinic,  and  here  considered  in  detail  by  Stehr. 

In  all  the  13  cases  of  this  special  class,  so  far  as  known,  the  primary 
accident  occurred  during  the  second  decennium  of  life.  The  shorten- 
ing appears  gradually  and  produces  a  typical  position  of  the  hand. 
This  becomes  more  and  more  flexed  radially,  and  ihe  capitulum  ulnae 
correspondingly  more  evident  as  a  roundish  prominence.  Hence  in 
all  there  is  the  same  functional  disturbance — impeded  ulnar  flexion, 
as  the  ulna,  somewhat  like  an  inner  splint,  limits  lateral  motion. 

The  reasons  why  this  retardation  is  so  infrequent  in  comparison  with 
the  frequency  of  epiphyseal  separation,  are  several.  It  largely  depends 
on  the  exact  seat  of  the  line  of  separation.  Commonly,  even  in  splin- 
tering fractures  at  this  point,  the  bone  producing  cartilage  is  not  suffi- 
ciently destroyed  to  seriously  interfere  with  growth.  Bat  in  very  rare 
cases  the  line  of  division  falls  in  the  substance  of  the  intermediary  car 
tilage  it.-elf,  and  then  the  injury  to  the  cartilage,  together  with  the  ob 
structing  and  binding  new  connective  tissue,  effectually  impede  the 
further  production  of  bone.  The  like  may  follow  in  the  more  common 
forms  of  fracture  where  complications  injure  or  offset  the  activity  of  the 
cartilage. — Bruns'  Beitragef.  klin.  Chir.,  Bd.  v,  heft.  iii. 

IX.     On  Traumatic  Dislocations  of  the  Hip-Joint.    By  Dr. 

F.  Kneer.  This  collection  includes  all  the  cases,  exclusive  of  con- 
genital and  spontaneous,  observed  at  the  Tubingen  clinic  in  38  years. 
This  accident  is  infrequent.  For  though  a  collection  of  1,994  cases  of 
all  joints  from  seven  sources  gives  an  average  of  nearly  10%  to  the 
hip,  still  if  fresh  dispensary  cases  only,  or  even  those  plus  fresh  hospital 
cases,  are  included,  the  percent  falls  to  2.5^. 
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After  discussing  the  nearly  equal  occurrence  on  the  two  sides  (13  on 
the  right,  17  on  the  left,  i  double-sided),  the  much  greater  frequency 
in  men  (26  males  to  5  females),  and  from  the  40th  to  60th  year,  he 
takes  up  the  kind  of  dislocation.  That  backward  is  far  more  frequent 
than  that  forward  (26  to  5).  Statistics  of  210  cases  from  six  sources 
showed  160  posteriorly  to  49  anteriorly.  As  10  which  subform  of  pos- 
terior dislocation  is  the  more  frequent,  the  iliac  or  the  sciatic,  there  is  a 
wide  diversity  of  opinion.  Of  his  cases  22  were  iUac  and  only  5  sci- 
atic, and  he  selects  statistics  in  the  same  sense  from  three  other  writ- 
ers, and  yet  the  proportion  from  30  autopsies  (by  Malgaigne,  Lossen 
and  himself)  is  opposed  to  this  view  (12  ihac  to  18  sciatic). 

Of  his  5  cases  forward,  3  were  supra-pubic  and  2  infra-pubic  (ob- 
turator). Statistics  of  39  such  cases  from  four  sources  give  19  supra- 
pubic and  20  infra-pubic. 

Finally,  he  gives  i  positive  case  of  the  very  rare  supra  cotyloid  dis- 
location (he  mentions  Hamilton's  single  case,  not  quite  a  certain  one, 
amongst  115  cases  of  hip  dislocation).  In  Kneer's  case  "the  right  leg 
was  rotated  outward  and  abducted.  On  closer  examination  the  head 
of  the  femur  was  found  just  under  the  spina  anterior  superior,  and  the 
trochanter  somewhat  obliquely  farther  back.''  He  gives  one  case 
showing  that  a  supra-cotyloid  dislocation  may  arise  from  an  iliac. 

Amongst  causes,  he  mentioned  6  cases  that  occurred  from  high  falls, 
5  from  being  run  over,  5  from  heavy  blows  {e,  ^.,  falling  timber),  7 
from  being  forcibly  thrown  to  the  ground,  7  from  being  deluged  by 
falling  material,  and  1  very  rare  case  from  slipping  up,  but  before  the 
actual  fall  (2  other  such  cases  are  known,  i  from  Mercier,  i  from  Mal- 
gaigne). 

As  to  the  mechanism  of  the  origin  of  these  dislocations,  there  is 
great  difficulty  in  getting  details  from  the  patient.  The  posterior  dis- 
location may  arise  from  forced  flexion,  adduction  and  rotation  inward, 
■or  by  force  striking  the  thigh  when  adducted  and  turned  inward,  /.  e., 
if  the  force  acts  to  increase  this  position.  The  same  explanation  holds 
in  the  case  from  t-lipping.  The  man  was  just  starting  with  a  load  on 
his  back.  The  left  foot  slipped  backward.  This  caused  a  sudden 
flexion  with  adduction  and  rotation  in  the  right  hip,  and  the  crack  of 
the  dislocation  was  experienced  before  he  struck  the  ground. 
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Dislocation  forward  arises  from  immediate  extension,  abduction  and 
rotation  outward 

The  prognosis  largely  depends  on  complications  (2  early  fatal  cases). 
An  illustration  shows  the  posterior  appearance  in  his  case  of  double 
dislocation  backward.  "Both  trochanters  stand  out  laterally,  so  that 
the  whole  pelvis  appears  broader;  the  region  of  the  buttocks  is  much 
flattened,  the  gluteal  muscles  not  forming  a  prominence  as  usual." 
Recently  Niehaus  has  collected  24  cases  of  double  dislocation  of  the 
hip,  including  4  that  we.e  iliac  on  both  sides  and  4  that  were  obtura- 
tor ditto. 

In  all  his  cases  that  had  not  existed  not  longer  than  one  week,  re- 
duction was  accomplished  without  great  difficulty.  But  amongst  17 
old  cases  only  7  were  successful 

As  to  return  of  function  after  reposition,  he  finds  that  in  two  or  three 
weeks,  with  the  help  of  crutches  or  sticks,  they  are  able  to  walk  quite 
well.  Later  reports  from  two  cases  show  that  these  at  least  regained 
full  use  of  leg. 

Recurrence  was  not  known  in  any  of  his  cases.  He  gives  r  case 
and  quotes  others  to  show  that  old  unreduced  hip- dislocations,  when 
forward,  cause  comparatively  little  inconvenience;  exceptionally,  also, 
even  in  cases  backward,  fair  use  of  the  extremity  may  be  regained. 

The  method  of  reduction  was  the  common  one,  increase  of  the  path- 
ological position  followed  by  the  opposite.  Of  3  ten  weeks  old  cases, 
I  was  reduced,  whilst  4,  from  twelve  to  thirty  weeks  old,  were  all  un- 
successful. Attempts  at  reduction  in  one  old  case  produced  a  fracture 
of  the  femur  below  the  tip  of  the  trochanter,  but  as  this  allowed  a  cor- 
rect position  of  the  leg,  it  proved  fortunate.  In  another  old  case  an 
obturator  dislocation  was  changed  to  a  sciatic  and  had  to  be  left  so. 
In  one  fresh  case  an  iliac  was  changed  to  a  forward  dislocation  and 
then  finally  reduced.— ^r««.y'  Beitrage  f.  klin.  Chirurg.,  1889,  Bd. 
iv.,  heft  3. 

X.  On  the  Operative  Treatment  of  Irreducible  Trau- 
matic Dislocations  of  the  Hip-Joint.  By  K.  Kirn  (Tubingen). 
This  article  includes  a  description  of  the  exsection    of    the    dislocated 
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head  of  the  femur  in  two  cases  at  Bruns'  dinic,  together  with  a  general 
consideration  of  the  operative  methods  employed  in  these  not  rare 
cases.  Relatively  often  the  dislocation  is  not  diagnosticated,  ani 
hence  not  reduced  in  time.  It  becomes  irreducible  much  sooner  than 
that  of  the  shoulder,  ami,  in  fact,  is  occasionally  so  from  the  start. 
Then  connective  tissue  fills  up  the  socket  and  fixes  the  head  in  its  new 
position. 

Where  the  dislocation  is  forward  (supra-pubic  or  obturator),  a  good 
nearthrosis  may  form,  and  the  person  walk  fairly  again;  where  down- 
ward (infra-cotyloid),  the  head  may  get  a  support  against  the  border  of 
the  socket;  and  where  upward  (supra-cotyloid),  against  the  spina  an 
terior  superior.  Hence  it  is  the  much  more  frequent  posterior  dislo 
cation  that  oftener  calls  for  operative  rehef.  Of  19  old  dislocations  of 
the  hip  that  to  date  are  known  to  have  been  subjected  to  operation,  11 
were  posterior,  4  anterior  and  4  not  stated. 

The  various  operations  in  question  are:  (i)  Attempts  at  forcible 
reposition.  (2)  Subcutaneous  section  of  the  retaining  soft  parts.  (3) 
Osteoclasis.  (4)  Osteotomy.  (5)  Arthrotomy,  resp,  bloody  reposi- 
tion.    (6)  Exsection  of  the  joint. 

The  first  two  of  these  methods  have  nothing  in  their  favor.  Osteo- 
clasis as  an  accident  in  attempts  at  reduction  has  repeatedly  led  to  a 
useful  leg;  6  such  cases  from  as  many  observers  are  specified.  But 
certain  dangers  are  incurred,  especially  that  of  necrosis  of  the  femoral 
head  when  the  fracture  is  through  the  neck.  Osteotomy  offers  all  the 
advantages  of  osteoclasis,  besides  a  choice  of  the  point  of  fracture, 
and  yet  without  danger.  He  finds  only  one  such  case,  that  of  Mace- 
wen. 

Fiovani's  method  of  reposition  by  laying  the  dislocated  head  bare 
and  severing  the  retaining  structures  and  adhesions  has  been  done  twice, 
once  in  a  posterior  dislocation  by  Vecelli  with  good  result,  and  once 
also  in  an  iliac  by  Polaillon,  with  death  from  sepsis.  But  in  many 
other  cases  so  great  changes  about  the  socket  and  head  have  been 
found,  that  the  attempted  operation  was  unsuccessful.  Moreover, 
here  also  there  is  danger  of  necrosis  of  t'le  femoral  head. 

Of  his  two  cases  ot   exsection,  one  occurred  m  pre-antiseptic   times 
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and  was  fatal  from  pyaemia  following  erysipelas  of  the  wound.  The 
other  case  was  a  four-months  old  iliac  dislocation.  As  even  bloody 
reduction  was  impossible  the  head  was  sawed  off  at  the  base  of  the 
neck.  Drainage,  suture,  wood-wool  dressing,  extension.  In  a  month 
the  patient  was  able  to  get  about  with  a  Taylor's  apparatus,  and  in 
another  month  could  walk  very  well  (on  a  raised  sole  and  heel).  Two 
years  later,  the  shortening  was  3  cm  ,  all  motions  free  and  painless, 
the  patient  walking  about  all  day. 

An  abstract  is  given  of  12  previously  published  cases  of  like  exsec- 
tion  from  various  sources.  Of  this  total  of  14  cases,  4  ended  fatally, 
though  not  from  the  operation,  but  from  complications  The  func- 
tional result  in  the  10  successful  cases  was  very  good,  about  half  of 
these  patients  walking  without  a  stick. 

In  summing  up,  he  points  out  that  osteotomy  above  or  below  the 
trochanter  may  in  some  cases  suffice,  by  correcting  the  position  of  the 
leg,  that  bloody  reduction  is  rarely  possible,  but  that  resection  gives 
very  satisfactory  results. —  Brims''  Beitrage  z.  klin.  Chir.,  1889,  Bd. 
iv.,  heft.  iii. 

Wm  Browning  (Brooklyn). 

XI.  The  Operative  Treatment  of  Congenital  Dislocations 
of  the  Hip.  By  Dr.  Hoffa  (Wurzburg).  The  methods  of  treating 
congenital  hip  dislocations,  either  by  orthopaedic  or  operative  means, 
have  hitherto  been  devoid  of  good  results.  The  resection  of  the  head 
of  the  femur  is  to  be  rejected  because  the  operation  leaves  a  shorten- 
ing of  the  extremity,  and  limping  is  not  remedied.  The  first  principle 
of  all  operations  should  be  the  preservation  of  the  bony  skeleton  at 
the  expense  of  the  soft  parts.  The  latter  prevents  the  head  of  the 
femur  from  being  drawn  downward  in  the  region  of  the  acetabulum  as 
a  result  of  atrophy.  Again,  we  must  consider  any  defects  of  the  ace- 
tabulum. In  order  to  remove  all  resistance  of  the  soft  parts,  a  Lan- 
genbeck's  resection  incision  is  made,  the  capsule  opened  and  a  probe- 
pointed  knife  inserted,  and  all  the  muscular  insertions  around  the 
great  trochanter  are  divided  subperiosteally,  at  times  including  a  super- 
ficial layer  of  bone  or  cartilage.     The  head  of  the  femur  now  becomes 
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perfectly  mobile  and  can  be  drawn  down  in  the  vicinity  of  the  acetab- 
ulum. If  the  acetabulum  exists  then  the  head  is  replaced  by  extension 
and  direct  pressure  on  the   trochanter. 

If  the  acetabulum  is  absent  or  only  indicated,  a  curved  incision  is 
made  along  its  lower  border  reaching  to  the  bone,  and  the  periosteum 
loosened  and  an  acetabulum  is  chiselled  out  of  the  bone  to  the  re- 
quired extent.  This  is  accompanied  by  very  little  difficulty,  especially 
if  the  head  of  the  bone  is  lifted  out  of  the  wound,  and  the  thigh  strong- 
ly adducted.  The  head  of  the  bone  is  now  placed  in  the  newly  formed 
acetabulum,  and  the  periosteal  flap  and  soft  parts  replaced  over  the 
head  of  the  bone,  and  trochanter  sutured  securely  to  soft  parts.  Hoffa 
operated  in  his  first  case  after  this  manner;  in  his  other  two  cases  the 
acetabulum  was  present,  so  that  it  was  only  necessary  to  remove  the 
soft  parts  in  order  to  give  the  acetabulum  the  necessary  depth.  If  the 
soft  parts  on  the  anterior  aspect  of  the  acetabulum  were  too  tense  they 
were  divided  subcutaneously  (fascia  lata)  at  the  anterior  superior  spine 
of  the  ileum,  lloffa  has  performed  the  operation  five  tunes  and  rec- 
ommends it  m  children  in  whom  the  acetabulum  is  at  least  indicated. 
The  function  of  the  operated  hmb  is  not  complete  immediately  after 
operation,  inasmuch  as  the  new  acetabulum  and  the  head  of  the  femur 
are  not  in  apposition.  The  apposition  results  later  when  the  children 
begin  to  use  the  operated  extremity,  when  the  transformation  of  the 
bone  takes  place  according  to  natural  laws.  This  was  illustrated  by 
two  cases,  in  one  of  which  ten  months  after  operation  the  function  of 
the  limb  on  the  operated  side  was  almost  normal.  The  extremity  is 
freely  movable  in  all  directions,  and  at  the  same  time  the  head  is  fixed 
in  the  acetabulum.  The  great  trochanter  corresponds  to  the  Roser- 
Nelaton  line,  and  the  extremity  is  3:^  cm.  longer  than  the  one  on  the 
healthy  side.  In  the  second  case  an  equally  good  result  was  obtained, 
and  the  child  walks  with  normal  gait. — Beilage  z.   Centrbl.  f.    Chir., 

No.  25,  1890. 

He.nkv  Kopi.iK  (New  York). 

XII.  Irreducible  Luxation  of  the  Hip-Joint  Treated  by 
Operation.     By  Oscar  Bloch  (Copenhagen).     The  writer  commu- 
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nicates  the  following  case  of  irreducible  hipjoint   luxation   treated  I)y 
operation: 

The  patient,  a  man  aet.  17  years,  entered  Frederick's  Hospital.  One 
hundred  and  three  days  bet'ore  he  received  a  blow  upon  the  inside  of 
his  left  knee,  after  which  the  limb  remained  abducted;  he  fell,  heard  a 
crack,  and  on  attempting  to  rise  he  found  that  he  could  not  rest  his 
weight  upon  his  foot  of  the  injured  side.  A  luxation  of  the  left  hip 
was  diagnosed  in  a  local  hospital  and  according  to  the  local 
physician,  was  reduced.  After  awakening  from  the  influence  of  the 
chloroform  the  patient  heard  a  loud  snap.  He  remained  seventeen 
days  in  the  hospital,  and  was  discharged,  with  free  movement  of  the 
limb;  but  four  or  five  weeks  later  his  gait  was  limping  and  bent,  and 
a  prominence  of  the  size  and  form  of  the  head  of  the  femur  was  found 
in  the  gluteal  region.  When  he  entered  the  hospital  he  could  only 
walk  a  short  distance,  at  the  most,  and  was  unable  to  work.  There 
was  present  a  pronounced  lordosis  of  the  lumbar  vertebrae,  which  was 
straightened  upon  the  femur,  being  flexed  to  an  angle  of  about  45°. 
No  difference  can  be  seen  in  the  position  of  the  two  extremities.  Ac- 
tively he  can  abduct  and  rotate  the  left  extremity  outwards,  but  this 
takes  place  from  movement  ot  the  pelvis.  If  the  pelvis  be  fixed, 
there  is  an  elastic  resistance  to  these  movements.  The  caput  femoris 
Hes  in  the  external  iliac  fossa.  On  strong  passive  flexion,  a  rasping 
sound  is  audible.  The  point  of  the  trochanter  lies  about  5  cm.  above 
Nelaton's  Hne,  and  the  left  lower  Hmb  seems  to  be  3  cm.  shorter  than 
the  right.  Reposition  was  attempted  three  times  under  chloroform 
narcosis,  but  was  in  vain,  and  one  hundred  and  twenty  days  after  the 
accident  an  operation  was  performed.  First,  an  exploratory  incision 
was  made  betwen  the  rectus  and  sartorius  muscles.  The  anterior 
surface  of  the  capsule  was  opened  by  an  incision  3  cm.  long,  and 
several  tense  bands  were  severed,  and  two  attempts  at  reposition  were 
made,  but  again  in  vain.  The  acetabulum  was  distinctly  felt  to  be 
filled  with  firm  masses.  Langenl)eck's  incision  for  resection  was  then 
made  to  remove  the  head  of  the  femur,  when  it  was  seen  to  be  sur- 
rounded by  a  thin  capsule  of  connective  tissue,  which  was  easily  cut 
through.     The  head  of  the  femur,  in  place  of  its   normal,  smooth  and 
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bluish  colored  covering  of  cartilage,  was  found  to  have  a  yellowish, 
prickly  surface,  with  small  hollows  An  attempt  at  flexion  being  made 
the  head  of  the  femur  approached  the  edge  of  the  acetabulum  and 
rotated  there,  when  it  was  seen  that  the  uppermost  part  of  the  femur 
followed  the  movements,  while  the  caput  femoris  itself  stood  still  upon 
the  margin  of  the  acetabulum,  and  upon  rotation,  a  slightly  gaping 
fissure  was  discovered  between  the  head  of  the  bone  and  the  shaft; 
the  widest  portion  of  the  fissure  was  directed  outwards.  The  shaft 
and  head  were  only  connected  by  a  bridge  of  bone,  about  2  cm.  m 
breadth.  The  head  was  easily  separated  completely;  the  acetabulum 
being  entirely  filled  with  fibrous  masses;  a  wedge-shaped  piece  was 
removed.  The  wound  healed  uneventfully.  The  extremity  was,  on 
measurement,  found  to  be  about  3  cm.  shorter  than  the  other.  The 
pelvis  moved  with  the  limb.  When  discharged  the  patient  could  walk 
uninterruptedly  for  half  an  hour.  Nine  months  later  he  presented 
himself  again;  he  could  then  follow  his  occupation  as  carpenter,  and 
walk  two  miles. 

The  writer  has  collected,  besides  his  own  case,  thirteen  cases  of 
traumatic  luxation  of  the  hip  joint  treated  by  operation,  which  he 
communicates. 

In  recent  irreducible  luxations  he  would  not  operate  at  once,  but 
wait  until  the  reaction  after  attempts  at  reposition  had  passed  away; 
the  operation  is  especially  contraindicated  as  long  as  excoriations  or 
bed-sores,  after  extension-bandages,  etc.,  are  present,  as  these  may  be 
the  source  of  infection.  Often  one  will  desire  to  repeat  attempt  at 
reposition.  But  if  one  should,  in  an  entirely  recent  case,  decide  to 
operate,  then  arthrotomy  with  tenotomy  should  be  done.  If  the  case 
is  one  to  one  and  a  half  or  two  months  old,  he  would  operate  in  those 
cases  where  one  may  with  certainty  diagnosticate  impediments  to  re- 
position, and  know  that  they  can  be  surely  removed.  Operation,  in 
the  meantime,  can  only  be  performed  when  there  is  simultaneous 
fracture  of  the  anatomical  neck  of  the  femur.  The  writer  advises 
rather  primary  extirpation  of  the  caput  femoris,  than  to  try  to  have 
the  fracture  heal  and  then  replace.  In  the  greatest  number  of  these 
cases  where  the  hindrances  to  reposition  can  not  be   diagnosticated, 
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he  would  let  the  cases  run  along  two  or  three  months  under  proper 
treatment,  until  one  can  decide  whether  one  should  operate  or  not; 
which,  essentially,  will  depend  upon  the  capabiUty  of  the  patients  of 
working.  If  one  decides  to  operate  in  those  cases  where  the  position 
of  the  limb  is  troublesome,  osteotomy  or,  perhaps,  osteoclasia  will  be 
the  operation  most  hkely  chosen.  In  the  remainder  of  the  cases  one 
may  begin  with  arthrotomy;  but  as  resection,  as  a  rule;,  is  required, 
the  incision  may  be  so  done  that  the  transition  in  the  operative  pro- 
cedure may  be  easily  made. — Hospitals  Tidende,  R.  3,  Bd.  7,  pp.  65, 
97,  141. 

XIII.  Treatment  of  Coxitis;  Forty-two  Resections.  By 
Prof.  Gritti  (Milan,  Italy).  In  the  course  of  three  and  a  half  years 
Prof.  Gritti  has  treated  one  hundred  and  twelve  cases  of  coxitis;  forty- 
two  of  which  had  undergone  resection.  Of  the  patients  who  were 
operated  upon,  seventeen  died,  which  gives  a  mortality  of  38%. 
Gritti  describes  this  not  very  good  result  to  the  fact  that  many  grave 
cases  had  been  admitted  to  the  hospital  in  too  advanced  a  stage  of 
the  disease.  Among  the  causes  of  death  he  mentions  once  shock 
and  once  pyaemia.  In  the  other  cases  pulmonary  and  intestinal  tuber- 
culosis, exhausting  suppuration  and  amyloid  degeneration  are  enumer- 
ated as  causes  of  death.  Gritti  advocates  the  early  performance  of 
resection.  If  severe  nocturnal  pain  sets  in,  and  a  sweUing  in  the 
gluteal  region  allows  one  to  conclude  that  fungous  granulations  of  the 
synovial  membrane  be  present,  then  he  advises  not  to  wait  until  an 
abscess  is  formed,  but  to  operate  immediately.  He  removed  in  19 
cases  the  head  only;  in  23  cases  he  also  removed  the  trochanter.  Ac* 
cordingly,  in  the  cases  which  recovered,  there  was  frequently  a  consid- 
erable shortening.  Gritti  could  not  make  a  comparison  of  the  results 
of  his  procedure  with  those  of  the  conservative  treatment.  He  had 
carried  out  the  conservative  treatment  in  70  cases  with  only  3  deaths; 
but  all  of  these  were  only  slight  mflammations  of  the  joint. — Archivo 
di  Ortopedia,  1889. 

F.  H.  Pritchard  (Boston). 
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XIV.  Wolf's  Method  of  Redressement  in  Genu  Valgum 
and  Varum.  By  Ur.  J.  Wolf  (Germany.)  In  an  elaborate  paper 
upon  this  subject,  including  the  pathology  of  the  deformity,  Wolf 
considers  the  condition  as  depending  solely  upon  the  functional  adap- 
tation of  the  bony  and  soft  parts  of  the  extremity  to  the  persistent  and 
frequent  position  of  the  leg  in  the  line  which  constitutes  the  deformity. 
The  treatment  heretofore  in  vosue  consisted  either  of  a  supra-condy- 
loid  osteotomy  or  some  of  its  modifications  (Macewan,  Reeves,  Ogston) 
or  the  slow  and  tedious  method  incident  to  orthopaedic  treatment. 
Wolf  has  introduced  a  method  of  redressement,  which  occupies  a  mid- 
way position  in  relation  to  the  methods  above  mentioned,  and  which, 
although  it  does  not  give  such  rapidly  brilliant  results  as  the  operative 
procedures  alluded  to,  yet  merits  trial.  It  consists  in  applying,  under 
an  anaesthetic,  a  permanent  fixation  dressing  (Alabaster,  Plaster-of- 
Paris)  to  the  limb  in  its  deformed  position,  reaching  from  the  ankle  to 
the  trochanter,  and  before  this  completely  hardens  the  limb  is  grasped 
firmly  and  redressement  performed,  one  assistant  steadying  the  pelvis, 
while  another  gras[)s  the  internal  condyle  and  forces  it  outward,  the 
operator  ;:it  the  same  time  forcing  the  leg  in  an  inward  direction.  (In 
genu-varum  this  is  reversed.)  When  the  normal  position  of  the  lirr-b  is 
approached  as  near  as  possible,  the  parts  are  held  immovable  until  the 
plaster  hardens.  After  two  or  three  days,  when  the  pains  incident  to 
the  new  position  of  the  1  mb  have  disappeared,  cuneiform  pieces  are  re- 
moved from  one  or  the  other  lateral  aspect  of  the  dressmg  (Mikulicz) 
according  to  the  character  of  the  deformity,  further  redressement 
performed;  (the  bandage  being  presumably  thereafter  reinforced)  this 
process  is  repeated  until  the  normal  position  of  the  limb  is  regained, 
this  occupying  from  twelve  to  mirteen  weeks,  although,  according  to 
the  author,  the  patient  may  resume  his  daily  occupation  as  early  as 
the  third  week. 

Thus  far  the  method  has  been  only  employed  in  children  and  young 
adults,  but  Wolf  is  convinced  that  it  will  be  found  useful  in  older  indi- 
viduals as  well. — Deut.  Med    Woch.,   1889,  No.  50. 

G.  R.  Fowi.ER  (Brooklyn). 
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XV.     A  New  Operation  for  Ankylosis  of  the  Knee.     By 
Dr.  Helferich   (Greifswald.)     It  has  hitherto  been   the  custom  in 
bony  ankylosis  of  the  knee  to  remove  a  wedge  of  bone  corresponding 
in  extent  to  the  degree  of  angular  ankylosis  and  to  bring   the  sawed 
surfaces  of  bone  in  apposition  as  in  all  knee  joint  resections.      In  this 
manner  a  comparatively  large  part  of  the  length  of  the  limb  is   sacri- 
ficed, and  we  run  the  risk  ot  wounding  the  intermediate  cartilage,  thus 
compromising  in  the  young  the  growth  of  bone.     Helferich  proposes 
from  an  experience  in  his  favorable  cases,  the  resection  of  only  a  small 
bow-shaped  wedge  of  bone  with  extensive  open  division  of  fasciae  and 
tendons  in  the  hollow  of  the  knee.     By   forced   extension   conditions 
are   produced   favorable  to  a  non-bony   fixed  flexed  knee-joint.     We 
need  remove  but  little  bone.     In  some   cases  it  is  only  necessary  to 
divide  the  soft  parts  and  only  divide  the  bone  with  broad  saw  in  an 
arched  manner.     The  intermediary  cartilage  remains  uninjured.  Accu- 
rate position  can  be  attained  by   superficial  blows   with   chisel.     The 
curved  surfaces  if  they  only  fit  approximately  to  each  are  favorable  to 
bony  union  on  account  of  their  broad  surfaces.     Simple  extension  se- 
cures a  good  union.     The  fixity  and  steadiness  are  greater  than  in  the 
hitherto  practiced  method.     Helferich  demonstrated  cases   treated  in 
this  manner  with  chain  saw   and  showed  photos  of  cases.     He  has 
practiced  the  division  of  tendons  and  fasciae  in  the  hollow   of  the 
knee  by  making  a  straight  incision  through  the  skin  in   the  outer  and 
inner  side  of  the  hollow  of  the  knee  and  from  this  incision  the  division 
of  the  parts  is  carried  out.     Konig,  in  the  discussion  following  above, 
mentioned  a  similar  operation  published  by  him  some  time  ago.  After 
a  curved  incision  beneath  the  patella  the  bone  is  divided   by  a  broad 
chisel;  there  is  no  danger  of  wounding  the  vessels.     A   smaller   chisel 
completes  the  operation  and  the  limb  is  put  up  in  plaster.     Hahn,   of 
Berlin,  operated  in  a  similar  manner  with  a  chisel  i  cm.  wide. — Beilage 
z.  Ceniblt.f.  CJiir.,  No.  25,  1890. 

XVI.     Results    in   Arthrectomies  of  the    Knee.     By   Dr. 

Angerer  (Munchen).      Angerer  has  performed  82  arthrectomies  dur- 
ing the  last  four  years  in  the  polyclinic  and  children's  clinic.    Sixty-three 
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of  these  were  those  of  children  below  14  }ears  of  age.  Angerer 
has  concluded  from  the  study  of  these  cases  that  there  is  little  danger 
in  overlooking  foci  of  disease  which  may  cause  subsequent  trouble. 
Of  the  seventy  cases  operated  upon  up  to  August,  1889,  primary  union 
was  obtained  in  48.  Ten  of  these  cases  were  marked  by  a  return  of 
disease  in  loco.  Eight  of  these  returns  were  permanently  cured  by 
treatment  of  the  fistulse.  The  author  prefers  this  arthrectomy  to  the 
typical  resection,  especially  in  the  synovial  form  of  tuberculosis  not  un- 
common in  the  knee-joint.  A  bony  focus  of  disease  was  found  in  ^2 
of  the  82  arthrectomies.  Thirty  were  cases  of  synovial  tuberculosis. 
In  63  arthrectomies  of  children  a  focus  of  disease  was  found  in  36  cases. 
The  author  recommends  early  movements  and  massage  in  arthrec- 
tomies in  order  to  avoid  subsequent  contractures.  He  also  advocates 
early  arthrectomy,  because  the  weakest  children  stand  the  operation 
well  and  the  early  operation  protects  the  epiphyseal  cartilage  from  the 
attacks  of  disease  which  might  compromise  subsequent  growth. — 
Beilage  z.  Centblt.f.  Chir.,  No.  25,  1890. 

Henry  Koplik  (New  York). 

XVII.  Arthrectomia  Synovialis  of  the  Ankle  Joint,  with 
Temporary  Extirpation  of  the  Astragalus.  By  Dr.  H.  Strom 
(Norway).  Strom  carried  out  the  proposition  made  in  the  Centralblatt 
f.  Chirurgie  (1889).  He  extirpated  the  left  ankle-joint  in  a  boy,  set. 
15  years,  who  was  suffering  from  tuberculosis  of  this  joint.  He 
opened  the  joint  by  means  of  Kocher's  method.  As  he  could  not  gain 
sufficient  access  to  the  tuberculous  masses  which  he  intended  to  extir- 
pate, he  removed  the  astragalus  and  after  having  extirpated  carefully  all 
the  tuberculous  tissue  replaced  it  again.  All  the  cartilaginous  surfaces 
of  the  tibia,  fibula,  calcaneus,  scaphoid  and  astragalus  were  removed. 
The  cutaneous  wound  was  brought  together  by  sutures  and  two  drain- 
age tubes  inserted.  The  patient  was  presented  to  the  Christina  Medical 
Society,  on  December  20,  1889,  at  which  time  he  was  practically  cured; 
the  foot  was  somewhat  swollen,  but  the  patient  could  stand  on  it  well. 
The  structure  of  the  foot  was  solid  and  mobility  nearly  normal. — 
Norsk.  Ungaz.  for  Lcegevidensk.,  March,  1890 

Albert  Pick  (Boston). 
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XVII.  A  New  Operation  for  Club-Foot.  By  Dr.  Mensel 
(Gotha) .  The  author  enucleated  the  bony  nucleus  in  the  neck  of  the 
astragalus  of  a  patient  suffering  from  congenital  bilateral  club-foot. 
The  patient  had  had  the  regular  orthopaedic  treatment  for  club-foot, 
but  after  forcible  rcdressement  of  the  feet,  plaster  and  splint  were  ap- 
plied, and  after  8  days  the  patient  contracted  gangrene  from  pressure 
on  both  feet.  During  the  process  of  granulation  the  feet  not  only  be- 
came as  bad  (varus)  as  originally,  but  even  worse.  The  cicatricial 
tissue  was  not  favorable  to  the  treatment  in  the  regular  way,  and  the 
author  exposed  the  astragalus  of  the  patient  (2^  years  old).  At  this 
age  the  astragalus  is  composed  for  the  most  part  (body)  of  cartilage 
and  the  bone  nucleus  is  situated  in  the  neck  of  the  bone.  It  was  com- 
paratively easy  to  expose  the  neck  of  the  bone  without  opening  either 
the  scaphoid  or  ankle  joint,  and  by  cutting  into  the  neck  the  bony  cen- 
ter could  be  easily  enucleated.  The  deformed  bony  nucleus  may  be 
very  potent  in  the  causation  of  the  varus  position,  and  after  its  re- 
moval the  cartilage  can  easily  be  molded  into  a  normal  position- 
After  removal  of  the  above  it  was  easy  to  bring  the  foot  into  good  po- 
sition without  any  great  force,  and  cure  was  complete.  The  advantage 
gained  is  the  retention  of  the  body  of  the  astragalus  and  the  integrity 
of  the  ankle  and  scaphoid  joints. 

The  operation  is  only  indicated  before  the  3rd  year,  and  author  would 
only  perform  it  when  the  orthopaedic  treatment  is  not  possible. — 
Beilage  z.  Centr.f.  Chir.,  No.  25,  1890. 

XVIII.  The  Treatment  of  Club-Foot  by  Forcible  Reduc- 
tion. By  Prof.  Konig  (Gottingen).  Author  has  treated  during  the 
past  5  or  6  years  all  cases  of  club-foot,  without  exception,  by  forcible 
reduction.  He  has,  on  account  of  his  bad  experience,  entirely  aban- 
doned the  bloody  operations,  which  have  for  their  object  the  removal 
of  a  part  of  the  bony  skeleton  (talus  or  a  wedge  of  the  tarsus).  The 
results  of  club-foot  operations  in  the  Gottingen  clinic  have,  in  conse- 
quence, been  very  good.  In  only  very  exceptional  cases  have  heavy 
instruments  for  reduction,  which  grasp  the  anterior  part  and  posterior 
portion  of   the  foot,  respectively,  been  used.     These  instruments  have 
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been  abandoned  in  favor  of  the  hand  of  the  operator,  with  the  aid  of  a 
point  of  support.  The  plantar  aponeurosis  and  Achilles  tendon  are 
divided  before  operation  (which  is  done  in  narcosis).  We  must  not 
expect  to  accomplish  everything  in  one  sitting,  for  this  three  or  four 
sittings  are  sometimes  necessary.  The  most  favorable  are  the  club- 
feet from  the  5th  to  the  20th  year,  and  especially  those  of  the  age  of 
puberty.  The  purpose  is  to  press  together  the  bone  toward  the  side 
of  the  convexity  of  the  curvature,  and  to  tear  the  bands  and  ligaments 
on  the  concavity.  The  procedure  consists  of  two  acts:  The  first  act 
IS  to  overcome  the  adduction.  The  extremity  of  the  patient  is  turned 
on  its  outer  side,  having  fixed  the  knee  andlt^g.  There  is  on  the  table 
a  piece  of  wood,  covered  with  towel,  similar  to  a  Volkman's  railway 
spHnt.  The  convexity  of  tarsus  of  the  foot  is  placed  on  the  summit  of 
this  block  of  wood,  and  grasping  the  anterior  part  of  the  foot  with  one 
hand,  and  the  tarsus  and  heel  with  the  other,  the  attempt  is  made  to 
bend  the  foot  forcibly  inward,  brmging  the  whole  body  weight  of  the 
operator  into  play.  The  position  of  the  foot  is  changed  from  time  to 
time  so  that  the  force  is  brought  to  bear  on  the  metatarsus,  and  again 
on  the  dorsum,  of  the  foot.  If  the  foot  crunches  and  yields  the  second 
part  of  the  operation  follows.  The  child  is  brought  in  the  dorsal  po- 
sition, and  the  knee  being  fixed,  the  forefoot  is  forcibly  brought  into 
dorsal  flexion  and  abduction.  Both  the  above  acts  must  be  repeated 
several  times  (two  or  three)  in  one  sitting.  After  the  operation  a 
bandage  is  applied  which  retains  the  foot  in  the  position  attained.  In 
some  cases  one  sitting  is  sufficient,  and  after  fourteen  days  the  foot  is 
placed  in  splint  and  shoe  of  Roser,  and  active  and  passive  movement 
made.  If  not,  a  second  sitting  is  necessary,  and  the  patient  is  not  dis- 
charged until  he  stands  and  walks  with  a  fully  abducted  and  externally 
rotated  foot. — Beilage  z,  Centrbl.f.  Chir.,  No.  25,  1890. 

Henry  Koplik  (New  York). 
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A  Text-Book  ok  Practical  Therapeutics,  With  Especial  Reference 
to  the  Application  of  Remedial  Measures  to  Disease,  and  Their 
Employment  upon  a  Rational  Basis.  By  Hobart  Amory  Hare, 
M.D.     Philadelphia:  Lea  Brothers  t^  Co.,   1890. 

This  contribution  to  the  literature  of  therapeutics  is  the  work  of  one 
well  known  as  a  scientific  investigator  and  practical  authority.  There 
are  not  lacking  many  and  good  books  in  this  department,  but  it  does 
not  follow  that  there  is  no  field  for  further  publication,  even  if  we  set 
aside  the  consideration  of  the  accumulating  fruit  of  observation  and  ex- 
periment, or  the  right  to  a  hearing  on  the  part  of  so  well  equipped  an 
author.  There  is  much  to  be  gained  by  rearrangement  of  knowledge 
already  in  possession,  both  for  the  purpose  of  co-ordinating  and  cor- 
relating the  parts  of  such  knowledge,  and  of  getting  the  most  useful 
mental  perspective.  This  consideration  seems  especially  applicable  in 
the  field  of  therapeutics,  where  the  amount  of  material  is  so  great,  and 
its  source  and  value  so  diverse.  In  no  other  department  do  we  have 
so  intimate  a  blending  of  the  rational  and  empirical.  Nowhere  else 
has  the  investigator  been  rewarded  with  such  brilliant  discoveries,  the 
fruit  of  logical  deduction,  at  one  moment",  only  to  stand  the  next  baf- 
fled before  some  clinical  fact  as  incontrovertible  as  it  is  inexplicable. 

But  the  attitude  of  the  modern  scientific  mind  is  one  of  scant  toler- 
ance of  such  a  miscegenation,  and  there  is  almost  a  savor  of  ill-repute 
attaching  to  therapeutics  of  to-day,  the  expression  "rubbishin"  being 
recently  flung  at  certain  newly  accredited  drugs,  by  a  surgeon  of  world- 
wide fame.  The  task  of  the  latter- day  therapeutist  is  to  remove  this 
opprobrium,  and  place  the  teaching  and  practice  of  therapeutics  where 
it  will  command  the  respect  of  the  most  exacting.  Empiricism  has  had 
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a  long  start  in  the  race  with  rational  methods,  but  its  step  is  slow  and 
its  course  all  but  finished,  while  the  champions  of  the  new  order  are 
fast  gaining  the  day;  and  to  publish  their  work  is  to  aid  in  scientific 
progress. 

It  is  in  this  consideration  that  we  find  the  raison  d'etre  of  this  work, 
the  keynote  of  the  author's  aim  aj)i)earing  in  these  prefatory  words: 
"The  writer  has  endeavored  to  bring  together  in  a  readable  form  the 
combined  results  of  laboratory  and  bedside  experience,  thinking  the 
time  ripe  for  such  a  task.  *  *  *  fje  desires  to  weave  science  and 
practice  into  so  close  a  network  that  the  foundations  of  experience 
may  be  cemented  by  the  mortar  of  exact  knowledge." 

This  book  is  divided  into  four  parts.  Part  1  is  devoted  to  general 
therapeutic  considerations,  the  author  opening  with  a  defence  of  med- 
ical therapeutics,  and  pointing  the  way  between  the  Scylla  of  exces- 
sive doses  and  the  Charybdis  of  nihilism. 

Part  II  comprises  "Drugs."  These  are  taken  up  in  the  order  of 
their  English  nomenclature,  a  plan  to  be  commended,  since  drugs  can 
not  satisfactorily  be  grouped  in  one  system,  either  from  their  physiolog- 
ical action  or  therapeutic  application,  while  to  class  botanical  drugs 
under  such  heads  as  "Thalamiflorae,"  or  "Monocotyledones,"  is  to  in- 
vite at  once  amusement  and  despair.  We  notice  with  satisfaction  the 
absence  of  pictures  of  medicinal  plants,  and  of  pharmaceutical  direc- 
tions, in  a  work  of  this  nature.  Huxley  aptly  characterizes  the  prac- 
tical aspect  of  such  things  when  he  says:  "It  is  all  very  well  that  the 
physician  should  know  that  castor  oil  comes  from  a  plant,  and  castor- 
eum  from  an  animal,  and  how  they  are  prepared;  but  for  all  the  practi- 
cal purposes  of  his  profession  that  knowledge  is  not  of  one  whit  more 
value  than  the  knowledge  of  how  the  steel  of  his  scalpel  is  made." 

The  author's  experience  with  Agaracin  has  been  strangely  negative 
in  controlling  night-sweats,  and  certainly  does  not  accord  with  that  of 
many  observers,  in  whose  hands  it  has  often  proved  of  benefit,  in  doses 
less  than  a  tenth  of  that  here  suggested. 

In  speaking  of  aloes  Dr.  Hare  says:  "It  is  distinctly  harmful  if  used 
constantly  for  any  length  of  time,  as  it  seems  to  produce  atony  of  the 
bowel."     This  is  in  marked  contrast  with  the  teaching  of  most  author- 
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ities,  notably  Lauder  Brunton,  who  states  that  "aloes  differs  from  other 
purgatives  in  not  causing  subsequent  constipation,  but,  on  the  con- 
trary, rendering  the  intestine  more  sensitive. 

The  ([uestion  as  to  the  comparative  danger  attending  the  use  of 
chloroform  or  ether  for  anaesthesia  is  treated  as  might  be  expected  from 
a  collaborator  of  Wood,  and  a  disciple  of  the  extreme  American  school. 
Without  going  into  detail  the  author  states  that  chloroform  kills  by 
cardiac  or  respiratory  arrest,  or  both, — in  any  form  more  readily  than 
ether,  and  that  with  certain  classical  exceptions  its  use  is  unjustifiable 
when  ether  can  be  obtained.  The  practical  directions  for  the  admin- 
istration of  ether,  and  the  prevention  and  treatment  of  untoward 
symptoms  arising  during  its  use,  are  concise,  but  adequate,  and  not 
altogether  second-hand. 

The  section  on  drugs  is  good,  without  possessing  superlative  excel- 
lence; its  merits  lying  rather  more  in  arrangement  and  judicious  elimi- 
nation than  in  actual  contents.  The  new  drugs,  good,  bad  and  indif- 
ferent, are  handled  with  discrimination.  Among  minor  criticisms  of 
particular  drugs  may  be  mentioned  the  absence  of  allusion  to  the  sur- 
gical uses  of  Naphthalin;  or  the  diuretic  properties  of  sugar  of  milk, 
the  scant  reference  to  the  value  of  morphine  as  a  heart  supporter,  es 
pecially  in  cases  of  shock;  and  the  dosage  of  potassium  iodide,  which 
is  small,  and  often  inadequate.  There  are  numerous  cross  references 
to  other  parts  of  the  work,  adding  to  its  usefulness. 

Part  III  deals  with  "remedial  measures  other  than  drugs,  and  foods 
for  the  sick."  Cold  and  heat  are  the  main  subjects  here  treated,  and 
these  are  discussed  at  some  length.  The  author  is  an  enthusiastic  ad- 
vocate of  the  use  of  cold  as  an  antipyretic  in  sthenic  fevers.  The 
article  on  Antiseptics  is  elementary,  but  properly  so,  if  indeed  it  is  at 
all  called  for  in  a  purely  medical  work. 

Part  IV  is  devoted  to  diseases,  and  is  by  far  the  most  valuable  sec- 
tion of  the  book.  The  opening  subject  is  Abortion,  and  later  the 
author  treats  of  the  diseases  of  the  Puerperium.  These  are  well 
handled  but  it  may  be  questioned  whether  they  are  not  as  well  lelt  to 
the  department  of  midwifery,  especially  since  in  the  view  of  the  author 
such  a  subject  as  electricity  has  no  place  in  his   work.      All  the  more 
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important  diseases  are  taken  up,  and  some  of  less  moment.  Epilepsy 
is  exhaustively  treated.  The  article  on  Fever  is  especially  good,  from 
a  i)ractical,  literary  and  scientific  point  of  view.  The  author  considers 
thai  "we  have  only  three  measures  for  the  relief  of  fever  which  are 
reliable,  and  have  stood  the  test  of  time,"  viz.,  "antipyrin,  acetanilid 
and  the  use  of  cold;"  not  greatly  valuing  phenacetin  as  an  antipyretic; 
and,  indeed,  he  is  cautious  in  his  endorsement  of  any  drug  intended  to 
lower  temperature.  His  criticism  of  the  conclusions  drawn  by  Naunyn 
from  liis  experiments  on  rabbits  subjected  to  prolonged  pyrexia  is  ex- 
ceedingly well  directed.  No  attention  is  called  to  the  fact  that  in  the 
presence  of  a  high  temperature  several  doses  of  an  antipyretic  at 
reasonable  intervals  often  produce  no  effect,  until  finally  an  apparently 
cumulative  influence  develops,  and  the  patient's  temperature  very 
suddenly  drops  many  degrees  in  an  alarming  manner. 

Under  Peritonitis,  the  relative  merits  of  the  use  of  opium,  and  of  the 
salines  are  set  forth  at  some  length,  the  author  apparently  wishing  both 
forms  of  treatment  well,  and  finding  appropriate  cases  for  the  use  of 
each,  though  not  advocating  their  combination. 

The  articles  on  Pneumonia  and  Rheumatism  are  to  be  commended, 
especially  the  latter,  the  necessity  of  larger  doses  of  the  salicylates  than 
are  usually  given  being  emphasized. 

The  book  ends  with  an  index  of  drugs  and  remedial  measures,  and 
another  of  diseases  and  remedies,  of  considerable  value. 

A  search  for  the  reasons  of  things  characterizes  this  work,  although 
the  author  frankly  admits  all  well  established  clinical  facts.  He  is  en- 
thusiastic for  a  finally  complete  rational  basis  tor  therapeutics,  and  is 
liimself  a  fruitful  worker  in  that  direction.  The  American  profession 
justly  consider  their  therapeutic  standard  an  elevated  one;  and  it  is  by 
such  works  as  this  that  the  position  already  occupied  is  adequately 
maintained.  James  S.  Rekve. 
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